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In Angina Pectoris 


The Attacks Lessen and 
The Patient Loses His Fear 


EA dilating effect of 10 mg. pentaerythritol tetranitrate (PETN) 
© as well as the tranquilizing, anxiety-relieving and pulse-nor- 
malizing action of 0.5 mg. Rauwiloid® (alserorylon). 


* Reduces incidence of attacks 

* Reduces severity of attacks 

* Reduces or abolishes need for 
fast-acting vasodilating drugs 

Reduces tachycardia 


* Reduces blood pressure in hyper- _ 
tensives, not in normotensives 


Increases exercise tolerance 


* Produces de nonstrable ECG 
improvement 


Dosage: One to two tablets | Exceptionally well tolerated 
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severe hay fever 
and other 


(PREDNISO 


broadens benefits 
narrows side effects 


lengthens established gains 


for outstanding hormonal control with 
minimal electrolyte distyrbances 
in 
hay fever and other respiratory allergies, 
contact dermatitis and allergic eczemas, ; : 
drug and other sensitivity reactions, - 2 


allergic and inflammatory eye disorders = 


METICORTEN, 1, 2.5 and S mg. white tablets. Schering 
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“an ideal compound 


for use in common 


urinary tract infections.”* 


Azo Gantrisin provided “prompt and effective clearing 
of organisms and pyuria”* plus “dramatic relief of blad- 
der and urethral symptoms”* in 221 (97%) of 228 
patients with urinary tract infections. 


Azo Gantrisin is particularly useful in the treatment 
of cystitis, urethritis and prostatitis. It is equally val- 
uable following urologic surgery, cystoscopy and cathe- 
terization because it provides effective antibacterial 
action plus prompt pain relief, 


AZO GANTRISIN ® —500 mg Gantrisin (brand of sulfisoxazole) 
plus 50 mg phenylazo-diamino-pyridine HCl 


*F. K. Garvey and J. M. Lancaster, North Carolina M. J., 18:78, 1957. 
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VISUAL HEART CLINIC ONE OF A SERIES 
ARTERIOSCLEROTIC HEART DISEASE 
ROENTGEN CONFIGURATION 
Postero-anterior position 
Moderate left ventricular enlargement 
with prominence and calcification of 

aortic kncb. 
Taken from White Laboratories’ Technical Exhibit, 


American Medical Association, 105th Annual Meeting, 
Chicago, June 11-15, 19506. 


(WHITE'S BRAND OF AMORPHOUS GITALIN) 


: ing 2.5 mg. (0.5 mg. per cc.) of Gitaligin. : 


*HARRIS, R.. AND DEL GIACCO R.R.: AM HEART J. (AUG.) 1956. BIBLI- 


GITALIGIN 


“Safe and effective mainte- 
nance therapy with digitalis 
glycosides had been a problem 
at our institution until we used 
gitalin [GITALIGIN]...”* 


Safest—the only cardioactive 
glycoside whose therapeutic dose 
is 14 its toxte dose. 


¢ Moderate rate of elimination. 
¢ Short latent period. 


e Uniform clinical potency. 


Patients now on other cardiotonics may be 
easily maintained on Gitaligin: 0.5 mg. of 
Gitaligin is approximately equivalent to 
0.1 Gm. digitalis leaf, 0.1 mg. digitoxin, 
0.5 mg. digoxin. 

GITALIGIN TABLETS — Bottles of 30, 100 and 1000. 


GITALIGIN DROPS —30 cc. bottles with dropper 
calibrated for 0.05, 0.1, 0.2, 0.3, 0.4 and 0.5 mg. 


now available 


GITALIGIN INJECTION 5 cc. ampuls contain- 


Packages of 3 and 12 ampuls. 


OGRAPHY ON REQUEST 


White Laboratories, Inc. + Kenilworth, New Jersey 
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now “... care of the man 
rather than merely his stomach.” 


anticholinergic 


controls 


gastrointestinal dysfunction 
at cerebral and peripheral levels 


tranquilization without 
barbiturate loginess 


spasmolysis without 
belladonna-like side effects 


for duodenal ulcer ¢ gastric ulcer ¢ intestinal colic 
spastle and irritable colon ileitis esophageal spasm 
G. |. symptoms of anxiety states 
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400 mg >. methyl -2- n- 
propy!-1, propanediol 
dicarbamate 
U. S. Patent 2,724,720 
tridihexethyl iodide 25 mg 
(3- diethylamino- 1- eyclohexyt- 
1 - phenyl! - 1 - propanol-ethiodide) 


For anxiety, tension 
and muscle spasm 
in everyday practice. 


® well suited for prolonged 
therapy 


® well tolerated, relatively 
nontoxic 


® no blood dyscrasias, liver 
toxicity, Parkinson-like syndrome 
or nasal stuffiness 


® orally effective within 
30 minutes for a period of 
6 hours 


RELAXES BOTH MIND AND MUSCLE 
WITHOUT IMPAIRING MENTAL OR PHYSICAL EFFICIENCY 


Miltown 


tranquilizer with muscle-relaxant action 


dicarbamate — U.S. Patent 2,724,720 


Supplied: 400 mg. scored tablets 
200 mg. sugar-coated tablets 


Usual dosage: One or two 
400 mg. tablets t.i.d. 


Literature and samples available on request 
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can you read this thermometer, 


doctor? 


Naturally not. Missing calibration makes it worthless. 


Equally useless and dangerous is a “quantitative” urine-sugar test that does not 
quantitate dependably, or omits readings in the critical range. 


Enzyme urine-sugar tests are sensitive and specific for glucose — excellent “yes” 
or “no” tests but undependable for quantitation. King and Hainline,’ after testing 
1,000 urines, found an enzymatic urine-sugar test unable to distinguish in the 
important range between 1 per cent and 2 per cent or more of urinary glucose. 
Leonards,” in a report on 4,020 tests, revealed that “...in 502 out of 804 tests 
the wrong interpretation was made.” He conciuded that enzymatic urine-sugar 
testing “...as a quantitative procedure is unsatisfactory and can lead to serious 
error in the interpretation of a patient’s clinical condition.”? 


Failure to recognize this limitation of enzyme tests may result in incorrect 
insulin dosage,” and may lead to diabetic complications. 


(1) King, J. W., and Hainline, A., Jr.: Commercial Glucose Oxidase Preparations for the Detection of 
Glucose in Urine, Cleveland Clin. Quart. 23:212, 1956. (2) Leonards, J. R.: Evaluation of Enzyme Tests 
for Urinary Glucose, J.A.M.A. 163:260 (Jan. 26) 1957. 


reliable readings throughout the critical range— 
does not omit 344% (++) and 1% (+++) 


a 15 year “standard” in urine-sugar testing 


/\) AMES COMPANY, INC « ELKHART, INDIANA » Ames Company of Canada, Ltd., Toronto 


PICK THE PIPERIDOL 
BEST FOR YOUR PATIENT 


for pain= spasm for peptic ulcer for generalized 

of the upper G.I. tract G.I. disorders 

capsule tablet tablet 
DACTIL* PIPTAL® TRIDAL’ 
Brand of Piperidolate HCI Brand of Pipenzolate (DACTIL + PIPTAL—in one tablet) 


Methytbromide 


visceral eutonic cholinolytic rapid, prolonged relief 
relieves gastroduodenal. normalizes motility throughout 

and biliary pain=spasm and secretion; prolongs the G.I. tract 

—usually in 10 minutes remissions, curbs 


recurrences 


SF 
LAKESIDE 


A 


Patients on DACTIL, PIPTAL and TRIDAL 
remain singularly free of antispasmodic 
or anticholinergic side effects — 
urinary retention, constipation, dry 
mouth, blurred vision. 
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after a careless step... 


a wise one! 


- lotion 


cream 


Benadryl® Hydrochloride with Zirconium Oxide 


- controls allergic response, relieves itching 
* neutralizes toxins of poison ivy and of poison oak 
- used prophylactically, protects exposed skin 


ZIRADRYL Cream is supplied in | -ounce tubes. 
ZIRADRYL Lotion is supplied in 6-ounce bottles. 
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when effective dosage in hypertension 
is difficult to establish and maintain 


Many hypertensive patients ‘escape’ 
the therapeutic effects of medication 
regardless of the hypotensive agent 
used. This problem is further compli- 
cated when the drug’s potency varies 
with different manufacturing lots. 
With Veralba-R, however, contin- 
ued response to effective dosage can 
be expected in most cases. Chemical 
assay of Veralba-R insures constant 


potency from lot to lot. Once Veralba-R 
dosage is established for the individ- 
ual patient, there is seldom any need 
for dosage adjustment. 


Composition: Each grooved, uncoated 
Veralba-R tablet contains 0.4 mg. of 
chemically standardized protoveratrine 
and 0.08 mg. of reserpine. 


Literature and clinical supply pack- 
age available to physicians on request. 


VERALBA-|\R” 
PITMAN-MOORE company 


DIVISION OF ALLIED LABORATORIES, INC., INDIANAPOLIS 6, INDIANA 
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when treatment is complicated 
by serious side reactions to hypotensive agents 


Veralba-R lowers blood pressure 
without ganglionic or adrenergic 
blocking, and, therefore does not im- 
pair the vasomotor reflexes which 
guard against postural hypotension. 

Furthermore, Veralba-R does not 
disturb other essential vasomotor re- 
flexes that control body temperature 


and distribute blood volume accord- 
ing to physiological requirements. 


Composition: Each grooved, uncoated 
Veralba-R tablet contains 0.4 mg. of 
chemically standardized protoveratrine 
and 0.08 mg. of reserpine. 

Literature and clinical supply pack- 
age available to physicians on request. 


VERALBA-R” 


/PITMAN-MOORE company 
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NEW SANBORN 


MODEL 300 


ISETTE 


electrocardiograph 


.». full diagnostic accuracy 


rowing use of the ECG in cardiovascu- 

lar work means more locations in which 
*cardiograms are being run: in your office 
...at your patient’s home. .. in hospital 
heart stations, laboratories, wards. This im- 
mediately focuses attention on instrument 
portability—and the obvious value of the 
new Sanborn Model 300 VISETTE. 

For the first time—in “brief case” size— 
is everything needed to take a ’cardiogram 
of full clinical accuracy. This remarkable 
new (ransistorized direct writer incorporates 
all the best features of earlier Sanborn in- 
struments developed over the past 33 years 
— plus extremely light weight (18 pounds) 
and small size x 10'2” x made 
possible by original design and modern 
electronic components. New in the “300”, 


SANBORN COMPANY 
175 WYMAN STREET, WALTHAM 54, MASS. 


too, are such operating advantages as fully 
automatic, “one hand” Instomatic action; 
automatic “push button” grounding; even 
simpler chart loading; and interlock switch 
to prevent closing cover with power on. 
The doctor with the active cardiac 
practice will particularly appreciate these 
VISETTE features; but wherever this mod- 
ern ECG is used, “convenience” will be the 
characteristic by-word. Ask your Sanborn 
Representative for full VISETTE informa- 
tion, and a demonstration in your office, of 
this modern, moderately priced instrument. 
The established Sanborn Model 51 
Viso-Cardiette is still available for those 
who prefer a larger, heavier (34 lbs.) instru- 
ment—$785, delivered. 
18 Ibs. 


TRANSISTORIZED 
$625 del. 


New York Branch Office 1860 Broadway, Circle 7-5794 and 7-5795 
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stands for—greater antibiotic 


blood levels - faster broad-spectrum 


is a new and superior form of 
the widely prescribed broad- 
for its effectiveness in the 
different infections. New 
are rapid-acting, offer 
twice the absorption in 


oral broad-spectrum 


ACHROMYCIN V is now available in- CAPSULES. (Pink) 250 mg., 100 mg. 
(tetracycline HCI equivalents, phosphate-buffered.) SWRUP. Each teaspoonful (5 cc.) of 
orange-flavored syrup contains 125 mg. of tetracycline HCI activity, phosphate-buffered. 
LIQUID PEDIATRIC DROPS. Each cc. (20 drops) contains 100 mg. of tetra- 
cycline HCI activity, phosphate-buffered. (Approx. 5 mg. per drop). Orange Flavor. Plastic 
dropper-type bottle of 10 cc. 
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absorption - earlier therapeutic 


action 


Tetracycline Bufferec with Phosphate 


ACHROMYCIN* Tetracycline— 
spectrum antibiotic, noted 
treatment of more than 50 
ACHROMYCIN V Capsules 
an average of practically 


half the time—unsurpassed 


therapy. 


ACHROMYCIN V dosage: 6-7 mg. per Ib. of body weight per day for children and adults. 


Pat. Off. 
ERLE LABORATORIES DIVISION, AMERICAN CYANAMID CO L RIVER, NEW YORK 
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new extensive studies’ show at least 


@Pavantages 


“over other accepted 


local applications” 


DESITIN 


1. helps achieve “early, clean and healthy healing”. 


2: serves to protect the wound from mechanical and 
chemical injury, and from bacterial contamination. 


helps check infection. 


tubes of 1 oz., 


tieemeneen “there is no need to sterilize’ Desitin Ointment. 


1 Ib. jars. vitamins A and D plus unsaturated fatty acids of cod 
liver oil ointment stimulate healthy granulation. 


it is bland, soothing, non-irritating. 


healing time shortened, nursing care facilitated. 


samples and new reprint! upon request 


DESITIN cHEmiIcAL COMPANY 
812 Branch Ave., Providence 4, R. I. 


1, Grayzel, H. G., and Schapiro, S.: Western J. Surg., Obstet. & Gynec., Oct. 1956. 
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restores vitality 


THERACEBRIN 


(Pan-Vitamins, Therapeutic, Lilly) 


for a really vigorous multiple-vitamin regimen 


In bottles of 
30, 100, and 500 


DISTINGUISHED MEMBER OF THE Letty FAMILY OF VITAMINS 


i: 

| 

| Wis Yi... 

704007 


SECOND SERIES Avucust 1957 VOL. 33, NO. 8 
BULLETIN OF THE NEW YORK 
ACADEMY OF MEDICINE 


CONTENTS | 
The Surgery of Acquired Heart Disease . . . . . 523 Hi 


the Aged 


Transcription of a Panel Meeting 


Perrin H. Long, Yale Kneeland, Jr. 
and §. Bernard Wortis 


5 
Officers, Standing and Special Committees of the Acad- 


52 


5 


Officers of the Sections and of the Affiliated Societies . 580 


Frank Glenn 
Problems of Infectious Diseases and Their Therapy in 


AUTHORS ALONE ARE RESPONSIBLE FOR OPINIONS EXPRESSED IN THEIR CONTRIBUTIONS 
Rosert L. Craie, Editor 


Published Monthly by Tue New York Acapemy or Mepicine 
2 East 103 Street, New York 29, N. Y. 
Annual subscription United States and Canada $8.00. All other countries $9.00. Single copies 90¢ 
ADVERTISING OFFICE * 30 ROCKEFELLER PLAZA, N. Y. C. 20 © Circle 7-770¢ 
Copyright, 1957 by The New York Academy of Medicine 


BULLETIN OF 
THE NEW YORK ACADEMY 
OF MEDICINE 


VoL. 33, No. 8 Lay: AUGUST 1957 


THE SURGERY OF 
ACQUIRED HEART DISEASE* 


FRANK GLENN 


Lewis Atterbury Stimson Professor of Surgery, Cornell University Medical College; 
Surgeon-in-Chief, The New York Hospital 


@ “THOUGH the surgical treatment of acquired conditions 
fh 4] of the heart has made notable progress in the past ten 
i A > years it should be kept in mind that the concepts of 
A a present day procedures were advanced many years be- 
[— fore and in certain instances demonstrated. Such an 
example is the first successful finger fracture valvuloplasty accomplished 
by Sir Henry Souttar' on a 19 year old girl, Lily Hine, for mitral sten- 
osis and reported in 1925. She was greatly improved for five years and 
then she developed a cerebral embolus presumably from a clot in the 
auricle and died shortly thereafter. This brilliant contribution was not 
repeated or utilized by others for some 20 odd years when it was 
revived by Bailey,? Harken,* Glover and associates.* During this interval 
many developments took place in general surgery such as improvements 
in anesthesia, blood replacement and chemotherapy that rendered these 
and similar procedures easier and safer. The widespread success with 
which this revived procedure was then accomplished encouraged others 


* Presented at the 29th Graduate Fortnight of The New York Academy of Medicine, October 22, 1956. 
From the Department of Surgery, The New York Hospital—Cornell Medical Center. 
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and has resulted in surgical attempts to repair other valve deformities 
and attack additional cardiac conditions. The advancements in surgery 
of the heart and great vessels during the past five to ten years are of 
such magnitude that it is quite likely that present day operations, accept- 


able and beneficial as they now seem, will soon be obsolete, It requires 


little imagination to recognize the advantages of open cardiac surgery 
upon the controlled heart. 

Lest an erroneous picture be presented of acquired heart disease a 
few of the salient related facts should be considered together. A better 
perspective may thereby be had and at the same time certain avenues of 
approach may become apparent. The following chart from Doctor Paul 
Dudley White® indicates that in those over 50 years of age acquired 
heart disease takes the greatest toll. 


THE PREVALENCE OF UNDERLYING AND CONTRIBUTING CAUSES OF 
DEATH AFTER THE AGE OF 50 IN 1,251 INDIVIDUALS AT THE 
MASSACHUSETTS GENERAL AND BOSTON CITY HOSPITALS 


6th 7th 8th Sth 
Decade Decade Decade Decade 


Totals 313 340 286 312 


Coronary sclerosis 222 262 
Atherosclerosis, including coronary sclerosis 251 305 
Nephronsclerosis 111 171 
Cerebrovascular lesions : 68 
Bronchopneumonia 147 
Liver and gallbladder disease 

Cancer 

Tuberculosis 


Gastric and duodenal ulcers 


Coronary sclerosis was the underlying and contributing cause of 
death in a large proportion but acquired heart disease in one form or 
another is responsible not only for death but for considerable disability. 
Because the effects of acquired heart disease may in a sense be said to 
be concentrated amongst those over 50 years of age and because a 
greater proportion of our people are living in this group, it is to be 
anticipated that the trend of its increasing incidence will continue. 


Bull. N. Y. Acad. Med. 
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However some factors are now coming into play that may reduce this. 
Certain conditions at least appear to be amenable to some control. This 
trend should continue and provide for further decreasing disability 
and prolonging life. 

Infection: Infection is the basic etiological factor of 30 per cent of 
acquired heart disease and includes (a) rheumatism, (b) bacterial endo- 
carditis, (c) syphilis and (d) miscellaneous infections such as tubercu- 
losis, diphtheria, etc. Effectual control of these by immunization, chemo- 
and antibiotic therapy may be expected to reduce their incidence. 

Atherosclerosis: Atherosclerosis of the coronary vessels, as well as 
that involving other vessels and that associated with systemic hyper- 
tension is even a more frequent cause of heart disease. The role of the 
aging process, diet, drugs and activity and their relationship to athero- 
sclerosis require fundamental basic research. And while little seemingly 
has been accomplished, more work is now under way than ever before. 

The preventive medicine of acquired heart disease is indeed in its 
infancy. It will require a few generations to demonstrate how effectual 
it may be. Each step taken that will contribute directly will probably 
indirectly add more by opening new channels of attack and stimulating 
further investigative effort. It would appear that prolongation of life 
in the older age group may in the future be as noteworthy as have the 
changes that have taken place over the past 50 years in the causes of 
death in the very young. 

Now I specifically point this out to you because in the discussion of 
this evening’s subject some might conclude that surgery is the panacea. 
Surgery for acquired heart disease is promising. It is new and develop- 
ing rapidly. It has an important place at present. If any surgical innova- 
tion is brought forth that will compensate for the failing coronary 
circulation, many of us here might anticipate a prolongation of our 
lives. Perhaps the greatest contribution the surgeons can make is to 
provide ways and means to study the heart at close range and to un- 
cover basic principles relative to metabolism, physiological function 
and structural changes. 

The subject of this paper “The Surgery of Acquired Heart Disease” 
is an interesting and exciting one to me. It is a comprehensive term and 
is so inclusive that one could not within the time at our disposal prop- 
erly consider all such conditions. For this reason I have selected for 
discussion those acquired diseases that illustrate specifically the advances 
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Figure 1—Constrictive Pericarditis: Schematic drawing indicating dense 

adhesions between the myocardium and pericardium. The cross section 

illustrates the rigid constrictive adhesive pericarditis which prevents the 
full diastolic expansion of the heart. 


that have and are being made and at the same time indicate the over-all 
trend. These include constrictive pericarditis, endocarditis, valvular 
disease, cardiac tumors and myocardial ischemia. 


ConstTRICTIVE PERICARDITIS 


As a result of healing of a purulent or a tuberculous pericarditis the 
pericardium becomes thick from scar formation and calcification and 
at the same time becomes adherent to the epicardium. This rigid, con- 
strictive, adhesive pericarditis prevents the full diastolic expansion of 
the heart and therefore its inflow. Usually, the pericardial sac is com- 
pletely obliterated, The clinical course is of slow, insidious onset, causing 
dyspnea on exertion, cyanosis, ascites and enlargement of the liver as 
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venous pressure increases and the pulse pressure diminishes, On physical 
examination the heart may be outlined as smaller than normal; on 
fluoroscopy there is limitation of pulsation. Calcification of varying 
degrees is usually present (Fig. 1). Because of the insidious onset of the 
disease these patients often present themselves for medical care only 
after the condition is well advanced. As a result of the lack of specific 
complaints and their chronic nature the symptoms are often mistaken 
for those associated with renal or primary liver disease. Once the diag- 
nosis is established, the patient may, after preoperative preparation, be 
subjected to pericardectomy, with partial to complete recovery. 
Surgical resection of the anterior pericardium, with freeing of the 
constriction about the superior and inferior venae cavae, as well as the 
pulmonary veins, is essential if the heart is to fill in a relatively normal 
fashion. When there is much calcification and dense adhesions between 
the pericardium and heart muscle complete pericardectomy may be 
required. Both partial and complete pericardectomy demand care and 
meticulous dissection on the part of the surgeon but it is a rewarding 
procedure. The over-all mortality for relief of constrictive pericarditis 
ranges from three to eight per cent. In our experience at The New York 
Hospital-Cornell Medical Center* we have operated upon 32 patients 
over the past 20 years. There have been two deaths in the immediate 
postoperative period. Fourteen patients are considered to have been 
cured and 11 to have been greatly improved. Five were not improved 
and continued to become further incapacitated and died within a period 
of three years. When one considers that many of these patients had 
been disabled for a long period of time as the result of long-standing 
disease, that in many instances the condition had gone on unrecog- 
nized, it is reasonable to conclude that the surgical treatment has been 
little short of spectacular. Indeed, for those in whom the disease had not 
reached an advanced stage, the results may be classed as excellent. 


Case Report: N.Y.H. 605 007 G.S. Sex: F Age: 40 

A German housewife was admitted to The New York Hospital on July 25, 
1951 because of a constrictive pericarditis. Eight years earlier she was advised by 
Dr. Ferdinand Sauerbruch that she should be operated upon for a “calcification 
about the heart.’’ Her father had died of tuberculosis and she had had a prolonged 
illness at the age of three, with massive swelling of the head and neck. At 28, 
following pregnancy and delivery of a full-term infant she had persistent and 
prolonged bleeding requiring transfusions. Another pregnancy at age 30 terminated 
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Figure 2—Constrictive Pericarditis N.Y.H. 605 007 G.S. Sex: F Age: 40. Photograph 
of x-ray and drawing showing constrictive pericarditis with calcific deposits. 


in a delivery of a seven month foetus that died. During this period she developed 
exertional dyspnea with precordial pain, palpitation and edema of the lower 
extremities. A diagnosis was established at 32 of ‘‘constrictive pericarditis with 
calcific deposits’ and operation was advised by Dr. Sauerbruch. During the eight 
years from 1943 until 1951 she had a gradual increase in her symptoms and 
progressive disability together with a loss of 20 lbs. in weight (Fig. 2). 

Examination revealed a semi-invalid, chronically ill with demonstrable edema 
of the lower extremities and fullness of the abdomen. The venous pressure was 
150 mm. of water. The heart shadow was not enlarged. There was a ring of 
calcification constricting the ventricles. She was operated upon and approximately 
two-thirds of the pericardium was removed with immediate improvement. The 
venous pressure after operation (in the arm) was 40 mm. of water. The circulation 
time had been reduced from 30 to 15 seconds. She became symptom-free within 
two weeks and five years later was reported to be well. 


ENDOCARDITIS 


Bacterial endocarditis, acute and subacute, due most commonly to 


streptococcus but including also that caused by staphylococcus, pneu- 
mococcus and a number of other organisms is primarily and immediately 
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a medical therapeutic problem. The success of antimicrobial agents is 
one of the triumphs of the present era. There are a number of conditions 
upon which bacterial endocarditis is prone to be superimposed. These, 
if uncorrected, may be the site of recurrent infection even after a suc- 
cessful “cure” accomplished by chemotherapy. The most frequent of 
these conditions include: 1) valvular deformities, both congenital and 
acquired; 2) congenital anomalies of the heart and large vessels ranging 
from slight abnormalities such as intraventricular septal defects, patent 
ductus arteriosus, and coarctation of the aorta to combinations such as 
tetralogy of Fallot; 3) abnormal arteriovenous fistulae that are of con- 
genital or acquired origin. For these, surgical correction following cure 
or control by antibiotic therapy is perhaps the most effective means of 
insuring against “recurrence.” There have been two brilliant examples 
of the effectiveness of surgery reported before our present era of anti- 
biotic therapy. The first was that of William F. Rienhoff* who in 1935 
reported the excision of traumatic A-V fistula of the external iliac 
artery and vein in a patient who had bacterial endocarditis. Vegetations 
were found in the fistulous communication and the patient remained 
cured. The second was that of Arthur S. W. Touroff* of this Academy 
who in 1940 divided a patent ductus arteriosus in a 29 year old woman 
with a bacterial endocarditis due to streptococcus, She had no preop- 
erative chemotherapy. Her postoperative culture two days after opera- 
tion was negative. She is now 46 years old and well. (This was the first 
division of a patent ductus to be reported.) 


Case Report: N.Y.H. 696 073 V.W. Sex: F Age: 27 

A 27 year old girl was admitted to The New York Hospital-Cornell Medical 
Center on February 13, 1955. She had been a premature baby, weighing 4 pounds, 
6 ounces at birth. Shortly after birth a diagnosis of congenital heart disease was 
made. When she was 12, a diagnosis of rheumatic fever was entertained for a 
short time because of “growing pains,” but this diagnosis was soon rejected. At 
19 years of age subacute bacterial endocarditis was diagnosed, a positive blood 
culture obtained, and she was given a one month course of penicillin. On limited 
activity she was then well for several years until she was 26 years of age. Fatigue, 
fever and dyspnea on exertion appeared, and she was hospitalized elsewhere. 
Streptococcus viridans was cultured from her blood stream. She seemed well after 
seven weeks of penicillin therapy and was referred to The New York Hospital- 
Cornell Medical Center for care of the underlying heart disease. When first seen 
here she was running a low grade fever, so an additional course of antibiotics was 
administered. Her symptoms at this time were nocturnal cough, dyspnea, 2 pillow 
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Figure 3—Bacterial Endocarditis N.Y.H. 696 073 V.W. Sex: F Age: 27. 
Line drawing of angiocardiogram demonstrating aneurysm of sinus of 
Valsalva and coarctation of aorta in a patient with bacterial endocarditis. 


orthopnea. She was digitalized because these symptoms suggested early cardiac 
decompensation. 

On admission the blood pressures were recorded as 230/50 in the right arm, 
220/30 in the left arm, 98/50 in the right leg, and unobtainable in the left leg. 
There was no cyanosis. Over the aortic valve area were both diastolic and systolic 
murmurs, plus a systolic thrill. In addition a rough apical systolic murmur was 
present. Several intercostal arteries could be felt, and a bruit could be heard over 
them. All peripheral pulses were palpable but those in the lower extremities were 
faint. Angiocardiogram showed the aortic coarctation, and in addition a saccular 
aneurysm of the sinus of Valsalva. 

Operation on February 17, 1955 was performed, using controlled hypothermia 
and hypotensive drugs to prevent any rapid elevation of blood pressure during the 
actual operative procedure. The coarcted segment was resected, and an end-to-end 
anastomosis performed. The parietal pleura over the aorta was more adherent than 
usual but the resected segment of aorta had no stigmata of previous bacterial 
endarteritis (Fig. 3). Proximal to the base of the aorta on the right a hard mass, 
5 cm. in diameter, could be felt. This doubtless was the aneurysm. 

Her postoperative course was satisfactory. Eight days after operation her 
pressures were in the right arm 150/50 and in the left arm 160/60. She has now 
returned to her regular occupation as a free lance writer. At a recent follow-up 
visit on February 27, 1956 her blood pressure was recorded as 170/40. 
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SURGERY OF ACQUIRED HEART DISEASE 


VALVULAR DISEASE 


Mitral Valve: The Philadelphia and Boston surgeons, namely Bailey 
and Harken and their associates, following in the wake of Souttar’s one 
patient, inaugurated in this country the approach now most frequently 
employed in the surgical treatment of mitral stenosis. Over the ensuing 
period since 1946 there has been a general wide acceptance and an ever 
increasing utilization of this therapeutic measure in the treatment of 
patients with mitral stenosis due to rheumatic fever. Several thousand 
patients have been operated upon and as a result there have evolved 
criteria for the selection of patients, These may be summed up under 
the headings of 1) evaluation fer operation, 2) contraindications for 
operation, 3) conditions requiring special evaluation and 4) conditions 
requiring greater experience. 

Evaluation of Patients with Mitral Valvular Disease: Patients with 
mitral stenosis who have had progressive disability and continue to 
develop increasing disabling symptoms should be looked upon as pos- 
sibly deserving surgery of the mitral valve. Specific information in- 
cludes an evaluation of the general physical status as well as that of the 
heart. Roentgenographic studies, including angiocardiography, provide 
a more accurate determination of the size, shape and contour of the 
heart and its chambers, Electrocardiographic tracings are of distinct 
value in recording the rhythm, rate of contraction and variation in 
transmission of impulse. Hemodynamic studies obtained by cardiac 
catheterization may, in some instances, provide critical information. In 
patients with multiple involvement and possible congenital anomalies 
or other complications, information obtained by cardiac catheterization 
may reveal the basis for the course up to the present, and in turn indi- 
cate what may be expected in the future with or without surgery. 


CoMMIssUROTOMY For Mirra STENosts 
Indications 

. Progressive disability 

. Reduced cardiac reserve 

. Pulmonary edema 

. Hemoptysis 

5. Peripheral embolization 

The ideal patient for commissurotomy is one whose mitral lesion 

is chiefly stenosis without, or with a minimal degree, of insufficiency, 
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and who is experiencing progressive disability. In general, the younger 
the patient and the shorter the history since the first episode of rheu- 
matic fever, the more satisfactory will be the correction of the stenosis 
of the mitral valve. On physical examination, the clinical findings of 
mitral stenosis are clear-cut, and there is minimal evidence of deteriora- 
tion from prolonged invalidism. Roentgenologic examination reveals 
enlargement of the left auricle. This is best demonstrated fluoroscopic- 
ally by a barium swallow which outlines the distortion of the esophagus. 
Roentgenologically, the lung fields may indicate right heart failure, 
pulmonary hypertension, or infarction, Information derived from elec- 
trocardiograms may confirm a regular rhythm or an auricular fibrilla- 
tion; it usually indicates right heart involvement with some myocardial 
failure. Cardiac catheterization provides specific information that per- 
mits a more comprehensive understanding of the abnormal circulatory 
patterns caused by disease of the mitral valve. Where the mitral valve 
orifice has been reduced more than 50 to 60 per cent, the circulation 
is greatly modified. The left atrial pressures are found to be increased 
in order that the blood be propelled through the narrowed mitral valve. 
This, in turn, places an increased back pressure in the pulmonary circu- 
lation. The cardiac output is reduced and the normal increase from 
exercise is diminished. In time, a pulmonary vascular sclerosis develops, 
and the burden on the right ventricle is increased. Data obtained by 
cardiac catheterization more often than not may seem to confirm what 
may be expected from clinical findings. Of greater significance, how- 
ever, is its value in the critical study of the problem patients. 

Contraindications for Operation: At present we recognize certain 
frank contraindications for operation. 


CoMMIssUROTOMY For Mirra STENOsIS 


Contraindications 

. Subacute bacterial endocarditis (3 months) 

. Clinically active rheumatic fever 

. Co-existent mitral insufficiency when associated with 
more than “moderate” left ventricular hypertrophy 

. Co-existent valvular disease when effect of the con- 
comitant lesion is judged to be equal to or greater than 
those of the mitral stenosis 

. Such advanced intractable failure or concurrent disease 
that the patient is too poor an operative risk 


Bull. N. Y. Acad. Med. 


I 
3 
4 
5 


SURGERY OF ACQUIRED HEART DISEASE § 33 


Bacterial Endocarditis: In the evaluation of patients for operation in 
a group from which over 260 were selected, we have encountered only 
six with bacterial endocarditis. They should be given intensive chemo- 
therapy for six weeks or longer, and if otherwise suitable may be op- 
erated upon within three months, 

Active Rheumatic Fever: Patients with mitral stenosis are to be 
suspected of active rheumatic fever if there is clinical evidence com- 
patible with its presence, That there may be varying degrees of activity 
of this poorly understood infection all are well aware. In patients with 
severe mitral stenosis it may be impossible to distinguish between 
disability due to rheumatic fever activity, carditis, and the results of 
long-standing and progressive mitral stenosis and its complications. 
Patients with low grade rheumatic fever have been operated upon with 
marked improvement because of the correction of the mitral stenosis, 
and little apparent reaction as the result of the rheumatic activity. 

Co-existent Severe Mitral Regurgitation: When associated with 
more than “moderate” left ventricular hypertrophy, some slight mitral 
regurgitation may be present with mitral stenosis. If it is not marked, 
commissurotomy that corrects the stenosis will usually be accompanied 
by a decrease, or even a complete disappearance of the regurgitation. 
Seldom if ever have we observed it to be increased. If the regurgitation 
is marked, if it approaches being greater in degree than the stenosis, 
then it is highly unlikely that any benefit will be gained by surgery. It 
is, therefore, of considerable importance in evaluation of patients to 
determine the comparative severity of stenosis and regurgitation present. 
This may be difficult. 

Pure mitral stenosis is not difficult to recognize, but severe mitral 
stenosis with regurgitation is hard to assess as to which is the greater. 
If there is much regurgitation, the left ventricle is enlarged, the wall 
hypertrophied, and there is pulmonary congestion, Systolic expansion 
of the left auricle on fluoroscopic examination, held by some to indicate 
a predominance of regurgitation, has not been a true index in our 
experience, for we have found it in patients with marked stenosis and 
minimal regurgitation, Pressure readings obtained by cardiac catheter- 
ization have not given us the critical information we once thought they 
would. Severe mitral stenosis with a tense and distended left auricle 
and markedly incompetent valve with a free regurgitation are not to 
be distinguished by pressure readings, for both may be equally elevated. 
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Perhaps our best index of regurgitation is the intensity of the apical 
systolic murmur, coupled with a muffling of the first sound. 

Co-existent valvular disease when effects of the concomitant lesion 
are judged to be equal to or greater than those of the mitral stenosis: 
The indications and contraindications for mitral commissurotomy in the 
presence of co-existent valvular heart disease are discussed and enlarged 
upon under the heading Conditions Requiring Special Evaluation. In 
general, however, it may be said that the risk of operation is greatly 
increased by its presence and the end result may be anticipated to be 
less desirable. 

Such advanced intractable failure or concurrent disease that the 
patient is too poor an operative risk: Advanced intractable failure or 
concurrent disease that exists to such an extent as to render the patient 
too poor an operative risk is considered a frank contraindication to 
operation. 

The problems relative to pure mitral stenosis are relatively clear-cut 
and the above indications and contraindications may be readily applied. 
However, for each such readily classified patient with primary mitral 
stenosis One may expect to encounter one that does not fall into this 
category. They may be listed under the following headings: 


CoMMIssUROTOMY For Mirrat STENOSIS 
Conditions Requiring Special Evasation 
. Mitral stenosis with severe regurgitation 
. Mitral stenosis with aortic stenosis or regurgitation 
. Mitral stenosis with tricuspid regurgitation or rarely, 
tricuspid stenosis 
4. Mitral stenosis with multi-valvular involvement 


Mitral stenosis with severe regurgitation: If the regurgitation is 
marked, if it approaches being greater in degree than the stenosis, then 
it is highly unlikely that any benefit will be gained by surgery. It is, 
therefore, of considerable importance in evaluation of patients to deter- 
mine the comparative severity of stenosis and regurgitation present. 
This may be difficult. 

Mitral stenosis with aortic stenosis or regurgitation: Aortic stenosis 
and regurgitation both place an additional load on the left ventricle. If 
either is slight, neither is a contraindication for operation on the stenosed 
mitral valve. But if severe, and if the left ventricle is enlarged and 


Bull. N. Y. Acad. Med. 


SURGERY OF ACQUIRED HEART DISEASE 535 


failing, then correction of a mitral stenosis may be followed by increased 
failure that is apt to be fatal. 

Mitral stenosis with tricuspid regurgitation or rarely, tricuspid ste- 
nosis: Some degree of tricuspid regurgitation is commonly present in 
far advanced mitral stenosis. It may be functional due to back pressure, 
and may decrease after correction of the mitral stenosis. It is not in 
itself a contraindication for cperation. Tricuspid stenosis, on the other 
hand although less frequent, is of greater concern and may become 
more disturbing after mitral commissurotomy. It may be corrected at 
the time the mitral valve orifice is increased or at a later operation. 

Mitral stenosis with multi-valvular involvement: In general, it may 
be said that the greater the involvement of the other valves of the heart, 
the less favorable will be the results of correcting a stenosis of the mitral 
valve and the greater the risk associated with such an operative pro- 
cedure. 

There is another group of questions with which the surgeon is 
concerned that are on the way to being answered but require additional 
experience and longer follow-up studies. These include: 


CoMMissurROTOMY For Mitrrat STENOsIs 
Conditions Requiring Greater Experience 
1. Resealing of valves 
2. Pregnancy an indication for operation 
3. The significance of demonstrable calcification 
4. The significance of age 


Resealing of valves: The question as to whether or not resealing of 


the valves follows after commissurotomy is not a simple one to answer. 


Comparatively few complete case reports are available for evaluation. 
Bailey,? Dussaillant,? Keyes and Lam” and others have discussed this 
problem. We" have operated upon five patients who had previously 
had commissurotomies done with temporary clinical improvement. One 
patient died and a careful study of the specimen was done. From an 
incomplete but extensive review of the current literature and our small 
experience we feel the evidence indicates that “resealing” plays a minor 
role in “recurrent” mitral stenosis, rather it is the result of further 
distortion of the valve by active rheumatic carditis. 

Pregnancy—an indication for operation: Over a period of 21 years 
in The Lying-In Hospital of The New York Hospital-Cornell Medical 
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Center, there have been 2,932 cardiac patients among 75,527 pregnan- 
cies. There were 29 deaths in the 2,932 cardiac patients. Twenty-three 
per cent of all maternal deaths have been due to heart failure. 

Clinical experience and laboratory investigations have indicated 
there is a predictable hemodynamic burden of pregnancy which starts 
early in the second trimester, rises to a peak early in the third trimester, 
and returns to or near normal at term. The burden rises again during 
labor and immediately postpartum but usually to a much lesser degree 
than previously, Antepartum increase in cardiac work is largely due 
to rises in cardiac output, blood volume and oxygen consumption. 

A patient with mitral stenosis who has been in failure in a previous 
pregnancy or who has had an episode of pulmonary edema should be 
considered for commissurotomy within the first five to six months of 
gestation. It is our contention that such patients compose the category 
that contributes the most to deaths due to heart disease in pregnancy. 
They withstand operation well in the first two trimesters of pregnancy. 
We have operated upon 15 pregnant women without fatality or major 
complication, 

The significance of demonstrable calcification of the mitral valve: 
The demonstration of calcification of the mitral valve in the prospective 


candidate for surgical therapy has been a contribution of the radiolo- 
gists. It can be seen on fluoroscopic examination as well as on film, It is 


more frequently seen in the older age group, those over forty. In com- 
parable ages the incidence is higher in males than females. We have 
come to regard this finding as an indication of long-standing disease; 
there is usually greater distortion of the valve than when calcium is not 
visualized and hence more likely to be associated with mitral regurgita- 
tion. The results of operation in this group are in general less satisfac- 
tory. However, it is not a contraindication to operation because in 
many instances good valve action has been established by finger fracture 
or commissurotomy with the knife. So far as we know, criteria for 
determining which ones may be helped before operation have not been 
reported. 

The significance of age: The younger patients, those 40 and under, 
whose manifestations of mitral stenosis have not been present long 
enough to produce invalidism tolerate surgery best and in general are 
most benefited. The older the patient, the longer-standing the valvular 
involvement, the more likely is there to be destruction of part of the 
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leaflets and damage to the myocardium. These older patients have a 
narrower margin of safety under anesthesia, are more prone to have 
operative or postoperative complications, Furthermore the scarred and 
distorted valves, often calcified, are less susceptible to remedial surgical 
correction. 


RESULTS OF COMMISSUROTOMY FOR MITRAL STENOSIS 


Percentage of Results Average as estimated 
as obtained from the literature at the present time 


Mortality rate 4- 8% 


Improved 60-80% 
Excellent 30-40% 
Improved 30-40% 


Unimproved 20-25% 
Many going on to death 


Made worse 2- 4% 


These figures are gross estimates based upon several representative 
clinical reports published in 1956. They, together with our own experi- 
ence, warrant certain conclusions of a general nature. The risk of opera- 
tion is decreasing. As in surgery of other parts, one could, by selection 
of patients, keep the mortality rate under one per cent. Such a practice 
would deprive many patients of an opportunity to be helped. Taking 
patients as they come and using criteria that will provide the greatest 
benefit for the greatest number, it is my opinion that the mortality will 
range below five per cent. This places surgery of the stenosed mitral 
valve in a category comparable to subtotal gastric resection, intracranial 
operations and excision of segments of the large bowel for cancer, Addi- 
tional experience beyond the primary learning period of the surgeons 
doing this type of surgery is uniformly influencing them to strive for 
as complete an increase of the valve area as can be attained. This is 
resulting in a greater proportion of “improved” patients qualifying for 
classification in the “excellent” group. The “unimproved” are, for the 
most part, due to our inability to select only those we can help. There 
is much to be said about this group. However with the low mortality 
rate it would seem wise not to strive too hard to avoid them because 
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Figure 4—Drawing from postmortem specimen showing aortic stenosis 

with calcification extending to the orifices of the coronary vessels. Dia- 

gram indicating the ideal in separation of the commissures in aortic 
stenosis. 


by so doing many patients would be deprived of their only chance of 
improvement. Earlier operation should reduce this group in the future. 
Finally, those that are made worse by producing or increasing an in- 
sufficiency continue to plague us. Were we able to do the operation 
under direct vision, most of these could be improved. It may be said 
that surgery of mitral stenosis is an outstanding development of the 
present decade, It is an established and accepted type of therapy that is 
being accomplished with increasing safety and benefit for groups of 
disabled men and women. 

Aortic Valve: The aortic valve may be stenosed and atretic because 
of congenital deformity. However, stenosis is more often due to arterio- 


sclerosis, rheumatic or endocarditic infection. And these same processes 
may just as readily result in destruction and/or distortion of the valve 
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Figure 5—Transventricular approach with a collapsible valvulotome for 
correction of aortic stenosis. 


to produce aortic insufficiency (Fig. 4). Dependent upon degree, both 
stenosis and insufficiency are disabling and a hazard to life. The coron- 
ary circulation is impaired during systole in aortic stenosis and during 
diastole with aortic insufficiency. Although the degree of either may be 
indicated by the clinical picture they produce, the exact nature of these 
individual deformities is difficult to estimate clinically. 

Aortic Stenosis: There are three approaches to the stenosed aortic 
valve that have been employed with success. The first by the trans- 
ventricular route is accomplished by introducing a collapsible valvulo- 
tome and dilator into the lower portion of the left ventricle and up into 
the narrowed orifice of the valve. Then the valve is either fractured or 
torn by opening the dilator or cutting it with the open blade (F ig. 5). 
This is an effectual but blind procedure. An orifice of .5 sq. cm. 
area can be increased to one of 4-5 sq. cm. Insufficiency may occa- 
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Figure 6—Direct approach to aortic valve following occlusion of the 
inflow and outflow tracts. 


sionally thus be produced and rarely, injury to the ostium of the right 
or left coronary artery causing occlusion and death, Patients under 50 
with minimal left ventricle enlargement are ideal candidates. Muller” 
has reported a mortality rate of 20.6 per cent, seven deaths in a series 
of 34 patients, with marked to moderate improvement in 20. 

Dr. W. L. Glenn" of Yale has devised another method that is now 
becoming more widely used. This consists in securing by sutures a 
plastic-rubber diverticulum to an opening in the aorta above the aortic 
valve. Through this a finger can be inserted to examine the valve and 
guide a combined dilator and valvulotome or scissors, This is of advan- 
tage in that the surgeon gains a better idea of the nature of the distorted 
valve and the resulting correction of the stenosis and possible resulting 
insufficiency. It also enables one to palpate the areas from which arise 
the coronary vessels and where blind distortion of atheromatous plaques 
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Figure 7—Ball valve prosthesis as developed by Hufnagel for aortic insufficiency. 


may be disastrous (Fig. 6). 

A third approach that affords direct visualization of the valve for its 
correction is that described by Swan" and by the Minneapolis group. 
Occluding the inflow and outflow tracts of the heart with the patient 
under hypothermia and at the same time profusing the coronary sinus 
with blood the aorta is opened sufficiently to expose the valve. Incisions 
are then made to free the stenosed components in the most satisfactory 
way to best restore its function. The number of patients operated upon 
by this approach that have been reported is too small to base any con- 
clusions upon. However this method has greater promise than the others 
if the procedure can be done with a risk comparable to the indirect 
approach, 

Aortic Insufficiency: Because of the rapid deterioration that follows 
the onset of symptoms of aortic regurgitation and the difficulty of 
reestablishing the integrity of the valve the indirect approach of Huf- 
nagel’® has been the most effectual. This consists of the introduction 
of a ball-valve prosthesis into the aorta in its descending portion distal 
to the left subclavian (Fig. 7). A considerable number of patients who 
have been treated by this method have been reported. The operative 
mortality for patients under 50 years of age without late congestive 
failure or advanced myocardial disease ranged from about five to 18 
per cent. The results have been immediately good with marked increased 
exercise tolerance in most and reduction in heart size and relief of 
cardiac failure in many. The long term results remain to be determined 
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because the first patients were reported by Hufnagel less than four 
years ago. 

Tricuspid Valve: Acquired deformity of this valve is rare, When it 
does occur, it is usually due to rheumatic infection, and in association 
with mitral valve disease, which far over-shadows it, when there is in- 
sufficiency associated with right ventricular enlargement. If this be due 
to the mitral valve involvement then correction of that will usually be 
followed by improvement in the insufficiency. Tricuspid stenosis may 
occur in multivalvular rheumatic involvement. The surgical approach 
is through the right atrial appendage using methods similar to those of 
correcting mitral stenosis. The structure of the stenosed tricuspid valve 
is comparatively fragile and correction of a stenosis often results in an 
insufficient valve which, if not marked, is of little consequence. 

Pulmonic Valve: Acquired disease of the pulmonic valve is rare and 
is estimated as accounting for less than one-half per cent of valvular 
deformities. Isolated pulmonic valve involvement due to rheumatic 
fever has not, so far as I know, been reported. 


PriMARY Tumors oF THE HEART 


Primary neoplasms of the heart although generally considered to be 
rare, occurring about one in every 2-3000 autopsies, are now beginning 
to be reported more frequently, At The New York Hospital-Cornell 
Medical Center we have observed four such tumors during the past 
four years. These neoplasms may be either benign or malignant. The 
benign include lipoma, fibroma, myxoma and rhabdomyxoma. The most 
frequent of these is the myxoma originating in the auricular septum of 
the left atrium. These can be diagnosed with the aid of angiocardio- 
graphy and are now resectable as reported by Cook and associates.'* 
The left auricle may be opened with the inflow and outflow of the 
heart occluded under hypothermia, or with the aid of an extra-corpo- 
real pump oxygenator mechanism.’ '* The following are examples of 
myxoma arising from within the left atrium. 


Case Report: N.Y.H. 591 973 F.C. Sex: M Age: 3 (Fig. 8) 

A three year old boy was admitted to The New York Hospital-Cornell Medi- 
cal Center on February 6, 1951 with a history of having suddenly developed a right 
hemiparesis at the age of two years and three months which lasted a few minutes 
followed by persistent weakness of the side. One month later there was sudden 
pain in the left foot accompanied by red spots along the lateral aspect. This was 
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Figure 8—Myxoma N.Y.H. 591 973 F.C. Age: 3 Sex: M. Angiocardiogram with line 
drawing and pathologic specimen from a 3 year old boy with myxoma arising within 
the left auricle. 


of short duration. At the age of two years and nine months there was another 
episode of paralysis of the right arm and leg of brief duration and was followed 
by a definite residual weakness. Physical examination revealed signs of mitral 
stenosis and fluoroscopy disclosed an enlarged left atrium and enlarged right ven- 
tricle. By angiocardiography a large irregular polypoid filling defect in the left 
atrium was demonstrated. A diagnosis of tumor, probably a myxoma, was made. 
The child was discharged from the hospital on March 3, 1951, and over the ensu- 
ing six months he gradually had an increase in all symptoms to become completely 
disabled. On September 14, 1951 he was readmitted and an unsuccessful attempt 
was made to remove the tumor. The tumor was a myxoma arising from the inter- 
atrial septum and almost completely filled the left atrium. It measured approxi- 
mately 4 x 5 x 4 cm. 


Case Report: N.Y.H. 576 014 GS. Sex: F Age: 55 

A white 55 year old female was admitted to The New York Hospital-Cornell 
Medical Center on February 12, 1953 because of dyspnea, chest pains and headache. 
The patient's complaints were of long standing, extending back to the age of 26, 
when following ‘rheumatic pains” she began to have one flight dyspnea, frequent 
palpitations and episodes of generalized weakness. These persisted and became 
only slightly more marked until eight years before admission when she first exper- 
ienced occasional attacks of severe constricting substernal and precordial pain. For 
a time this was relieved by nitroglycerine. Her symptoms rapidly increased after 
1951. The headaches became more severe, the dyspnea more marked on minimal 
exertion and the “anginal attacks’’ more frequent but not of increased severity. 
So limited were her physical efforts that she was restricted to her bed most of the 
day for years. However at no time did she have hemoptysis or loss of consciousness. 

On physical examination the patient appeared chronically ill and much older 
than her stated age. There was moderate obesity and a marked pallor of the skin. 
The heart was enlarged to the left to beyond the anterior axillary line to percussion 
and only slightly to the right. Auricular fibrillation was present. There was accent- 
uation to the second pulmonic sound and a loud systolic murmur could be heard 
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at the apex. Cardiac catheterization revealed a low cardiac output, pulmonary 
hypertension and a probable small mitral valve orifice. Angiocardiography demon- 
strated a filling defect in the left atrium, indicative of a large left atrial tumor. There 
was slight hepatic enlargement and a Grade I edema of the lower extremities. The 
venous pressure was 138 mm. Circulation time, arm to tongue, was 22 seconds. 
A diagnosis of rheumatic heart disease with mitral stenosis and insufficiency, 
auricular fibrillation and intra-atrial tumor was made. 

The patient's condition in the hospital became worse in spite of medical 
measures and operation was embarked upon. The heart was found to be enlarged 
and there was marked arteriosclerotic coronary disease. The left atrium was en- 
larged and almost completely filled by a spherical myxoma with a pedicle attach- 
ment to the septal wall. The mitral valve was enlarged but neither stenotic nor 
incompetent. In removing the tumor through an enlarged appendage a large frag- 
ment passed through the mitral valve and cardiac arrest resulted. The tumor 
removed weighed 150 grams and was a myxoma. 


Case Report: N.Y.H. 657 427 C.L. Sex: F Age: 46 

A 46 year old married woman who had been in excellent health until two 
months before was admitted to the hospital because of rapid heart beat and short- 
ness of breath on bending forward. There was no history of rheumatic fever. Her 
first symptoms appeared while working in her garden and increased gradually so 
that within six weeks of their onset she was constantly fatigued and had great 
difficulty in finding a position in which she could sleep. Although recumbency 
was usually accompanied by shortness of breath and palpitation there were times 
when they did not occur. Digitalization by her local physician was without benefit. 

A complete evaluation in the hospital revealed the following significant in- 
formation; the heart was slightly enlarged with a prominent left auricle. Cardiac 
catheterization demonstrated a normal cardiac output at rest but no increase on 
exercise. A large filling defect in the left atrium was present on angiocardiography. 
At operation an enlarged left auricle was found to be almost completely filled with 
a firm tumor mass. No attempt was made to remove it. The patient lived for eight 
months and then died in right cardiac failure. Postmortem examination revealed 
a large myxoma arising from the interatrial septum that filled an enlarged atrium. 
The mitral valve was normal. 


The malignant tumors are more rare than the benign. They are 
mostly sarcomas and arise about equally from all areas of the heart. The 
following is an example of such a tumor, believed to be the first cor- 
rectly diagnosed clinically followed by operation that confirmed the 
diagnosis. This diagnosis was established by Mary Allen Engle’ of 
this city. 


Case Report: N.Y.H. 678 342 R.G. Sex: M Age: 4 months 
A 4 month old boy was hospitalized on March 5, 1954 because of sudden 
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Figure 9—Rhabdomyosarcoma N.Y.H. 678 342 R.G. Sex: M Age: 4 
months. Drawing of heart with rhabdomyosarcoma arising from the right 
and left ventricles. 


onset of cardiac failure. At the age of two weeks it had been observed that the 
resting pulse rate was 120-130/minute; at three months there was a gallop rhythm 
but no murmurs had been heard. On the day prior to admission he went into 
cardiac failure. On examination the infant was acutely ill, pale, anxious and had 
rapid grunting respirations with slight cyanosis. His pulse was 170, temperature 
37.7°C., blood pressure 100/80 mm. of Hg; his weight was 6900 gms. The 
infant was well nourished and well developed. There was no precordial bulge. The 
heart was enlarged to the midaxillary line on the left and almost to the mid- 
clavicular line on the right. A very soft short systolic murmur was audible over the 
precordium. The heart sounds were easily heard. The lungs were clear. The liver 
was tender and enlarged down to the level of the umbilicus. There was neither 
venous distention nor edema of the extremities. Fluoroscopy revealed marked 
cardiac enlargement of all four chambers and diminished to absent cardiac pulsa- 
tions. Laboratory studies were within normal limits. 
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At operation, on the left aspect of the right ventricle 4 cm. below the base 
of the pulmonary artery and extending across onto the wall of the left ventricle 
was a nodular tumor, ulcerated at some points measuring 5 x 5 x 5 cm. It was 
triangular in outline (Fig. 9). The left coronary artery entered the middle of the 
tumor and was not demonstrated beyond it. The tumor had a vascular appearance, 
was very firm and irregular. There were several implants within the pericardium 
which was distended with blood when first exposed. The tumor was a rhabdomyo- 
sarcoma. Following operation the child seemed improved for a few days, then 
gradually lost ground and died on the eleventh postoperative day. Postmortem 
examination confirmed the findings at operation of rhabdomyosarcoma arising in 
the wall of the right ventricle. There were pericardial implants and metastases to 
the pulmonary arteries, lungs, mediastinum and thymus. 


MyocarpiAL IscHEMIA 


One of the most frequent causes of death is that of myocardial 
ischemia. If it occurs suddenly, ventricular fibrillation and cardiac arrest 
quickly follow. If it is slow in onset or involves comparatively small 
areas of the myocardium, there is congestive failure, aneurysmal for- 


mation or infarction with varying degrees of necrosis, resolution and 
healing. Myocardial ischemia is the result of obstructive disease of the 
coronary arteries. There is no more urgent problem in medicine today 
than the prevention of this condition or the development of ways and 
means to compensate for the failing circulation of the myocardium. 
Much investigative work has been done on both aspects of the problem 
but little that may be translated into clinical usage has been accom- 
plished. In the surgical attempts with the latter, five approaches have 
been made. 
1. Prevention of ventricular fibrillation by nerve section 
2. Obstruction of the venous outflow of the myocardial 
blood flow and reversal of the venous circulation with 
arterial blood 
. Production of an adhesive pericarditis by inert foreign 
material such as tale and asbestos powder 
. Attempts toward the development of collateral circu- 
lation from other organs to the myocardium 
. Transplantation of systemic blood vessels into the 
myocardium including the mammary and intercostal 
arteries 
Prevention of ventricular fibrillation by nerve section: Resection of 
the anterior plexus following experimental ligation of one of the coron- 
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Figure 10—Schematic drawing demonstrating how the red blood is 

diverted from the aorta into the coronary sinus and its tributaries by 

placing a short vein graft between them to establish a fistula. Two to 

three weeks later a ligature is placed about the coronary sinus to reduce 
the lumen to about 3 mm. before it enters the right auricle. 


ary arteries reduces the incidence of ventricular fibrillation. This, plus 
the relief of severe angina pectoris, has led to the hope that resection 
of anterior cardiac plexus might be beneficial. The results are not 
encouraging, although relief from anginal pain, increased exercise toler- 
ance and life expectancy have been reported. 

Obstruction of the venous outflow of the myocardial blood flow 
and reversal of the venous circulation with arterial blood: The obstruc- 
tion of the venous outflow by partial ligation of the coronary sinus and 
the grafting of mediastinal fat together with abrasion of the pericardium 
and the use of powdered asbestos constitutes the Beck I*° operation. 
Reports place the mortality rate at 7.5 per cent; complete relief of pain 
at 36.3 per cent; partial relief of pain at 48.5 per cent; increased exercise 
tolerance at 78.6 per cent. 

The diversion of red blood from the aorta into the coronary sinus 
and its tributaries by placing a short vein graft between them to estab- 
lish a fistula and then two to three weeks later reducing the fistula by 
placing a ligature about the coronary sinus where it enters the right 
auricle so that its lumen is reduced to about 3 mm. is the Beck II” 
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operation, The results of this procedure are reported as follows: mor- 
tality rate is 26.1 per cent; complete relief of pain 39.6 per cent; partial 
relief of pain 48.8 per cent; increased exercise tolerance 79.1 per cent. 
Thus far these procedures have not been widely used (Fig. 10). 

Production of an adhesive pericarditis by inert foreign material such 
as talc and asbestos powder: Attempts to improve the blood supply to 
the myocardium in coronary heart disease have been successful in the 
hands of Dr. S. A. Thompson*' of this city. He has used tale and 
powdered asbestos to produce an adhesive pericarditis. According to 
this concept, a collateral circulation is thus established from the peri- 
cardium, that increases in the presence of a diminishing circulation to 
the myocardium, the result of progressive occlusive coronary artery 
disease. A dependable means of measuring the coronary blood flow has 
prevented the evaluation of this method to the satisfaction of its critics. 
The procedure is accompanied by a low mortality rate of less than five 
per cent in over 300 patients operated upon over the past 15 years. 
Thompson reports that following operation go per cent were improved 
more than 50 per cent, and 4o per cent more than 75 per cent. In addi- 
tion to their physical improvement, the patients who died later lived 
an average of five years, giving them an average life span of nine and 
one-half years from onset of first symptoms. Dr. Thompson is con- 
vinced that this procedure offers as much as any other surgical measure 
and that it can be accomplished with little risk. 

Attempts toward the development of collateral circulation from 
other organs to the myocardium:* The approximation of omentum, 
skin flaps, parts of the pectoral muscles, segments of the lung, dia- 
phragm and the intestinal tract to the myocardium with or without first 
abrasing its surface has been done in animals and man in an effort to 
provide an increase in the blood supply to the heart. Anastomotic 
channels have been demonstrated but here again evaluation of increased 
blood is difficult. Careful clinical studies are as yet few and not very 
promising. 

Transplantation of systemic blood vessels into the myocardium in- 
cluding the internal mammary and intercostal arteries: Vineberg™* has 
developed and pursued the transplantation of the internal mammary 
artery into the wall of the left ventricle. He believes he has demon- 
strated by injection, x-ray studies, serial sections and plastic casts that 
an anastomosis between the transplanted artery and the ventricular 
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circulation is established. Patients with progressive coronary artery 
insufficiency without disability and those partially or totally disabled 
but without angina have been selected by him for operation. He reports 
that for 29 patients the operative mortality was 14 per cent. For 23 
of these without angina at rest the mortality was 4.1 per cent and in six 
with angina at rest it was 50 per cent. Of 23 patients who survived 
operation, 15 were completely free of pain and 17 have returned 
to work. 

Much work is being done on this particular phase of myocardial 
ischemia at present but the reports are as yet too fragmentary to justify 
any conclusion. Perhaps I should insert the following for the purpose 
of emphasizing the limitations of medical therapy, The medical manage- 
ment of coronary heart disease that has evolved over the past consists 
at present of essentially three approaches: 1) Rest: 2) Drugs; 3) Diet. 
One may seriously question how effective any and all medical measures 
are, as now employed. They do prevent and control some symptoms; 
what effect, if any, they have on the course of the disease is difficult to 
evaluate. Cholesterol metabolism may well be the basic factor but so 
far we remain confused as to how to control it. 

The sudden death produced by the thunderbolt of Zeus in the 
Homeric legends may have been the first recorded description of ven- 
tricular fibrillation. The complete loss of the efficient, orderly, coordi- 
nated action of the heart, and the residual quivering fibrillating contrac- 
tions of localized areas of the ventricle is one mechanism in the termina- 
tion of life. The life process has been of great interest to man, Some 
have written in prose, others in verse to describe its beginning, its end 
as they observed it. The beginning has an antecedent. Attempt to trace 
it and you view infinity, But death, that seems another process. Indeed 
we little understand it. As others die we observe it. We anticipate it 
in ourselves for it is unavoidable. The variations of this phenomenon 
are numerous; the attending combination of circumstances inexhaustible. 
Viewed from the bedside a sequence of events may be described. The 
basic processes are an area of present day investigative frontiers. One 
of these is the action of the heart. For many of us the mechanism most 
involved in the transition from life to death is the development of ven- 
tricular fibrillation and its associated cessation of circulation. 

That student of the heart, Paul White, in his text® provides an out- 
line indicating that recorded factual observations of the circulation are 
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available back over some 5000 years, a short period in the eons of 
evolution. Comparatively speaking the present is an era of favorable 
activity on the frontier where the heart is being explored by a great 
array of facilities. Our means and methods of perception do not enable 
us to dissect the stimulus of the Zeus thunderbolt but we are analyzing 
the sequence of events and the related changes in diseases of the heart 
that appear to set the stage for the terminal action of ventricular fibrilla- 
tion, In this endeavor the impelling forces are not satisfaction of curi- 
osity alone but include the desire to evolve a way to control, prevent 
or delay these processes. In keeping with the concepts of our Hippo- 
cratic oath there is sought the prolongation of life as well as the allevia- 
tion of pain. Much of sudden death attributed to acquired disease of 
the heart involves impairment of the coronary circulation. These in- 
clude all gradations from the temporary myocardial ischemia of angina 
pectoris to the gradual but complete obliteration of coronary arteries 
by arteriosclerosis as well as those indirect causes of diminished coron- 
ary blood flow such as stenosis or insufficiency of the aortic valve and 
arrhythmias due to conduction bundle defects, Pain, disability and death 
are caused by acquired heart disease. The prevention and the correction 
of these divergent changes are almost virginal fields. The collection of 
data is but one aspect of the work to be done, for its importance is 
dependent upon the interpretation and correlation of the multitudinous 
bits of information, One might reason that because over the period of 
the past 5000 years so much has been left undone that this field of 
investigation is not a promising one. Quite the opposite is far more true. 
Let me point to one example that deals with the process of ventricular 
fibrillation. Ventricular fibrillation uncontrolled is fatal. Controlled, 
it is a means to an end, enabling one better to accomplish a surgical 
correction of a condition within the heart. To be able, with the use of 
drugs, to produce at will ventricular fibrillation and restore normal 
cardiac action by physical, chemical or electrical stimulation is to con- 
vert the deadly weapon of the adversary into a shield of protection. 
This is an established experimental and clinical triumph. So there are 
many more secrets to be unraveled by dint of effort, well planned and 
deftly executed, Surely if the Greek myth of the thunderbolt of Zeus 
merits our interest then the mechanisms of pain, disability and death 
resulting from acquired heart disease require an avid, enthusiastic ex- 
penditure of energy. 
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MODERATOR PERRIN H. LONG: The part of the Graduate Fortnight 
Program in which Dr. Wortis on my left and Dr. Kneeland on my right 
will participate this morning, has to do with the management of in- 
fectious processes in older people. I don’t know how much you are 
concerned in your day-to-day practice with the treatment of infections 
in older people, but since I have been at the Kings County Hospital, in 
the center of Brooklyn, it has become one of the most important prob- 
lems that I have been concerned with because the majority of patients 
entering the wards of that hospital are over 60 years of age. We see 
few young people in our wards, and so the problem of treating infec- 
tious diseases in the aged, and the problem of seeing what one can do 
about preventing the development of infectious processes in the aged, 
becomes very important in a municipal hospital. I shall ask Dr. Kneeland 
to start the discussion. 

DR. YALE KNEELAND, JR.: [| approach this assignment with consider- 
able trepidation. At the outset I am absolutely convinced that the Mod- 
erator knows far more about infections in the aged than I do, and I 
darkly suspect that most of the audience does too, On the other hand, 
one wonders whether this tendency which one has observed in medical 
thinking in the last few years, of elevating geriatrics to a specialty, is 
really justified because, as Dr. Long suggested, if the majority of 
patients admitted to the Kings County Hospital are over 60 years of 
age, then actually the whole field of internal medicine has shifted along 
in time. 

By and large, in this tremendously hygienic age in which we live, 
the infectious diseases in young people constitute a rather small problem. 
Infections in the middle aged are coped with relatively easily, and it 
seems to me that to have a number of special journals devoted to the 
subject of geriatrics, is somewhat supererogatory. If we are internists, 
then we are, by definition, geriatricians. 

My own contribution this morning is a series of somewhat inco- 
herent remarks based on some partly illegible notes that I have before 
me. It occurred to me that it might be interesting to discuss some of 
the common infections and point out certain aspects in which the clini- 
cal picture may differ in the aged from what is seen in individuals in 
the full flush of middle age. I am quite certain, parenthetically, that 
many of the things I say will be challenged by Dr. Long, and I hope 
that when he takes over he will make no bones about expressing his 
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own opinion and correcting me where I have been in error, 
To begin with, take the subject of common respiratory disease. 


Common respiratory disease is, | suppose, our most common infection 


statistically and is overwhelmingly the largest one must deal with, Com- 
mon respiratory disease does present certain differences in the varying 
age groups. Common respiratory disease tends to be initially mild in 
earliest infancy, but as small infants pass through to a later period of 
infancy, they enter a period of maximal susceptibility where it is a 
febrile affair, and where complications, particularly those relating to the 
middle ear and mastoid, are high. Then one enters a period of better 
equilibrium with the agents that cause this mosaic of conditions, and 
most people go through adult life managing their colds, sweating them 
out groaning, but not presenting serious medical problems. In the aged, 
however, there is a tendency for the individual with common respira- 
tory disease to slip rather subtly into a bacterial bronchopneumonia, the 
initiation of which may not be clinically dramatic. That is something 
which should be borne in mind and watched for. 

Continuing on the subject of the pneumonias in the aged, there is, 
in the case of pneumococcal pneumonia, a somewhat different distribu- 
tion of pneumococcal types. One is less apt to see the old classical types 
of pneumococcal infection in the aged; that is, the infection with Types 
I and II which characteristically produce the dramatic and familiar 
clinical picture that we so often see described but so seldom witness. 
In general, it is unusual to find elderly persons in their sixties or seventies 
coming to the hospital with a clearcut history of precipitate onset of 
acute disease heralded by shaking chills, rapidly followed by pain in 
the chest, rusty sputum, cough, prostration, etc., such as the books 
describe. The elderly man slips into his bacterial pneumonia less dra- 
matically, Furthermore, there is an increased tendency in the older age 
groups to encounter such organisms as Type III pneumococcus and 
Friedlander’s bacillus. When coping at the bedside with a pneumonia in 
an older person prior to the precise bacteriological definition which we 
all aim for and occasionally achieve, it is well to bear in mind that this 
may possibly be a Friedlander’s pneumonia. Many of the pneumonias, 
in the older age groups, prior to the introduction of chemotherapeutic 
agents and antibiotics, were fatal. They are not now. It is possible to 
cure these individuals. One tends to see, however, notably with Type 
III in those who would have died 20 years ago but who now survive, a 
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tendency toward delayed resolution and often structural change re- 
maining in the affected lung after the disease has disappeared. 

Young persons stricken with lobar pneumonia, if treated early. 
usually recover rather promptly without complications. However, in 
dealing with the older age groups, one must have a much increased 
alertness towards the development of complications—for example, in the 
cardiovascular area,—such things as congestive failure complicating the 
pneumonia; the development of a rather quiet myocardial infarct; peri- 
pheral thrombophlebitis uncomplained of and resulting in thrombo- 
embolism of the lungs, and so forth. Again, when these complications 
arise, clinically one may be aware only of a sort of gradual deterioration 
of the patient and the event itself be less dramatic than it is in the 
younger person. I believe, too, that difficulties arise in the management 
of these patients. The tendency towards disordered bowel function with 
abdominal distention is greater, There is often the tendency to reten- 
tion of urine. Moreover, in elderly people with infections one should 
always bear in mind that one may be dealing with an individual who 
has had an unrecognized diabetic tendency, and search for it. The con- 
trol of diabetes, which has only become manifest in the course of the 
acute infection, may be an important factor in the successful treatment 
of the disease. 

The situation in other infections is generally similar, For example, 
much of what I have said about pneumonia could be applied to menin- 
gitis in the older individual. Perhaps Dr. Wortis will have more to say 
about the meningitides, but again the onset may be less violently recog- 
nized clinically and patients present themselves as ill and apparently 
deteriorated, and the presence of meningitis is overlooked. 

Now we come to a subject about which everybody who deals with 
infectious diseases is constantly talking, and that is pyrexia of unknown 
origin or P.U.O. Personally, I don’t see why we should not call it 
“fever of unknown origin” and make it all English instead of half, but 
still F.U.O. seems to be not so euphonic, and so be it. In the attack on 
P.U.O. in the older age groups I think one’s possible reasoning proceeds 
along somewhat different lines. About two thousand years ago when 
we were all young, Richard Cabot wrote a book on differential diagno- 
sis which started, in one section at least, with the categorical statement 
that most cases of fever lasting three weeks were due either to typhoid, 
tuberculosis, or sepsis, Well, that statement requires considerable modi- 
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fication today, notably because of the decline in the incidence of enteric 
fever. But, in spite of its relative uncommonness, in the extremely old 
age group Salmonella infections do occur, and again they may be rather 


insidious and easy to overlook. 

As far as tuberculosis is concerned, I think we tend to feel that when 
we are dealing with old people who have no recognized clinical history 
of tuberculosis that that disease is very unlikely to be present. I believe 
that is a dangerous point of view to take. Tuberculosis in elderly people 
does occur, and we have all had the experience of treating an individual 
with relentlessly progressive, febrile heart failure, with an enlarging 
heart shadow by x-ray, who turns out at autopsy to have had tubercu- 
lous pericarditis. 

On the other hand, there are certain conditions in very old individ- 
uals which are less likely to be the cause of pyrexia of unknown origin. 
One of these conditions is sarcoid. Now I am getting out on rather thin 
ice. | don’t know the genesis of sarcoid, but my impression is—Dr. Long 
correct me if | am incorrect—it is not much of a problem in the geriatric 
field, whereas sarcoidosis does enter into the bedside discussion of every 
cause of pyrexia of unknown origin in younger individuals. 

Infectious mononucleosis is a condition which is discussed as part 
of the differential diagnosis in every young person with a prolonged 
fever, and until two years ago I was guilty on a number of occasions 
of saying that I had never seen a severe case of infectious mononucleosis 
in an individual of over 50 years. I maintained that point of view until 
I was called to a rural hospital to see a retired professor of botany, aged 
67, who had been running a fever for two and one-half weeks. I 
categorically stated it was not mononucleosis, but by Jove it turned out 
to be that, so it can occur in the aged. 

By and large, apart from the upper respiratory disease group, viral 
infections in general, I think, are less common. By the time we have 
reached the mellow period of our declining years we seem to have 
established immunity to most of the viruses fairly successfully; but on 
the other hand [| think in this aged group malignant tumors of various 
sorts are considerably more likely to turn up as the ultimate cause of 
fever of unknown origin than they are in the younger age groups. 

A few random thoughts about treatment of infections in the aged. 
This, of course, is a perfectly colossal subject, but a few things do occur 
to me. In the first place, all of us who lived through the sulfonamide era 
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discovered that it was wise to be exceedingly cautious about dosage of 
sulfonamides in the older age group because in them the likelihood of 
renal shutdown as a result of sulfonamide therapy was the greatest. 

As far as I know the geriatric group tolerates penicillin as well as 
anybody else does. Dr. Long nods in a sort of modified assent. I think 
Dr. Wortis is going to have something to say about streptomycin in 
old people, and I would be inclined to guess that his remarks about the 
effect of that agent on the central nervous system probably would be 
applicable to other antibiotics with some neurotoxic action, such as 
polymyxin-B, for instance; I don’t really know. 

The broad-spectrum antibiotics and their use in the aged: I would 
like to leave that baby to Dr. Long. 

Now as to other agents used, as far as | know Furadantin is a very 
useful urinary antiseptic, and is as well tolerated by the aged as any- 
body else. 

I think in closing this somewhat inadequate presentation of a large 
topic one ought to point out that the mere fact that you have a patient 
at 70, 80, or go years, does not mean that his protoplasm, given a chance, 
and with really adequate therapy, won’t gratify you by getting well. 
The mere fact that one is dealing with an exceedingly old person is 
no excuse for a defeatist attitude. I think the infections in the aged 
present a challenge, and they rightly ask for more attention, more skill, 
and more real effort than the same group of diseases in the younger 
age group. 

MODERATOR LONG: Thank you very much, Dr. Kneeland! 

I am going to take over at this point as a member of the panel, in 
place of Dr. Walsh McDermott who is unable to be present. Before I 
start off, I would like to say, Dr. Kneeland, I agree with you entirely 
on the pyrexia reaction of unknown origin. [ would like to reiterate 
the last thing that Dr. Kneeland said, namely, that one should not take 
the defeatist attitude relative to older people who have infections, but 
at the same time you have to be much more watchful of them than of 
youngsters. You can do or not do a lot of things to children in the way 
of treatment that would be very serious in an older individual. | should 
have said you can neglect a younger person because he is more resilient 
much more safely than you can an older person, Older people have 
endured more or less of the normal or abnormal strains of life. They 
have been subject to far more stress because of the fact that they have 
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reached the age of 70, 80, or go years of age, so I think a point to re- 
member is, if | may use the words of Dr. Canby Robinson when treat- 
ing infections in old patients, one has to treat the patient as a whole 
One has to look after his nutrition. One has to look after his ingestion 
of fluids. One has to look out for his various outputs of fluids and 
solids. One has to treat his psyche somewhat differently, and Dr. Wortis 
will go into that, because it is very easy for an older person to slip one 
way or another—much easier than it is for a child. 

As Dr. Kneeland said, as far as viral diseases are concerned, older 
people have a considerable degree of immunity because they have been 
exposed to repeated attacks of various types of viral diseases. It is very 
uncommon to see hepatitis in a person over 60 years of age unless it is 
of the serum hepatitis type. There are other viral diseases that we all 
know we don’t see. We don’t see chickenpox, we don’t see measles, 
and we don’t see a number of common diseases in these older people. 
However, with certain of the bacterial diseases there is definite evidence 
that older people lose their immunity. I can cite the example with which 
you are all familiar, of the grandmother who wants to help out her 
daughter-in-law or her daughter when all of the kids have whooping 


cough, and she takes a convalescent child who is getting over whooping 


cough into her home, and pretty soon either grandmother or grand- 
father or both, come down with whooping cough, and have a very 
miserable time with it because of their age and the rigors of that disease 
in the older individual. 

I don’t know how far we can extend this idea that older people do 
not respond so well as far as their immune processes are concerned, but 
certainly there is no doubt about it as far as whooping cough is 
concerned. 

It is also very important to consider what can be done about the 
prevention of infections in older people. | know of nothing that will 
prevent a number of these upper respiratory tract diseases. You can’t 
isolate yourself. You can’t become a hermit and not see anyone, and if 
you did become a hermit, probably some younger person with a running 
nose would pass your food into you, and you would get a cold. So 
that while we try to do everything, and should try to do everything 
to protect older people from infections, there are certain types of in- 
fections, especially those of respiratory diseases, that it is very difficult 
to do anything about. 
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I have been intrigued by the work that has been reported over a 
number of years by Dr. Douglas Sprunt and Dr. McVay in Memphis, 
Tennessee, relative to the use of small doses of a broad-spectrum anti- 
biotic daily for inmates of old peoples’ homes. Dr. Sprunt and Dr, Mc- 
Vay have reported that the administration of 0.5 gm. of tetracycline a 
day, in divided doses of 0.25 gm. in the morning and 0.25 gm. in the 
evening, kept individuals in old peoples’ homes who were taking this 
preventive antibiotic, in much better health as far as minor infections 
were concerned than those who were in the control groups in the same 
institutions, Now we have, as I pointed out, a large number of older 
people in our wards in the Kings County Hospital. It is a curious thing, 
the way our laws are set up. If you abandon a child, a baby, on the 
steps of the Kings County Hospital, you can be arrested and taken to 
court and punished for it; but you can abandon grandfather and grand- 
mother any time you want to! There is no law in this state that forces 
you to do anything about father or mother, or grandfather or grand- 
mother. So we have the opportunity—we wish we did not have it—to 
follow a number of old people for considerable periods of time because 
they have no place to go, and it takes some time to arrange for their 
placement. We set up controlled studies a year and a half ago on this 
particular piece of work similar to that done by Dr. Sprunt and Dr. 
McVay. We found that the administration of the broad-spectrum anti- 
biotic, as I have outlined, prevented minor infections, It reduced the 
duration of hospitalization, and when these patients left the hospital 
they were in much better condition than those in the control group. 

We also found, just as Dr. Sprunt and Dr. McVay did, that we had 
practically no toxic reactions from the small dose of broad-spectrum 
antibiotic; as a matter of fact, we had only one patient, out of almost 
500, who had to discontinue the broad-spectrum antibiotic because of 
toxic reactions. In this case it was diarrhea. 

A discussion of upper respiratory tract diseases in the aged suggests 
the problem of those older people who have some degree of bron- 
chiectasis, some degree of pulmonary fibrosis and who develop bronchi- 
tis when they get colds, and perhaps a little peripneumonia around their 
bronchiectatic cavities. What does one do about them? I am not a 
believer in running across the hall to your nearest doctor or dentist 
friend and upending yourself and getting a shot of penicillin, each time 
you have a cold. As I said here a year ago or so, doctors, if you want 
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to kill yourselves, just keep on doing this because many of the fatal 
reactions have been in doctors and dentists, because they really believe 
in their own medicine, which I must say is a bad thing to do, at times! 
But I do believe, if one is dealing with a patient who has pulmonary 
fibrosis or who has bronchiectasis, that it is a wise plan to administer 
an antibiotic the minute they get an acute respiratory tract disease, 
either upper or lower, because you will save them a lot of trouble and 
make them more comfortable. 

I was interested in what Dr. Kneeland had to say about Type III 
pneumococcus pneumonia, because when I was in Baltimore we had 
the opportunity of studying some charming older patients. These were 
elderly men and women who developed recurrent pneumonia year after 
year. Every winter they would have a bout of bronchial pneumonia. 
We were much interested in finding that practically all of those older 
people who had, almost each winter, recurrent bouts of bronchopneu- 
monia, constantly carried Type III pneumococci, and frequently, but 
not too frequently, Friedlinder’s organisms mixed with the pneu- 
mococci. 

I am much impressed by the large number of individuals now enter- 
ing Kings County Hospital with pneumococcal meningitis. In the course 
of a year we will have on our medical service more patients with pneu- 
mococcal meningitis than with meningococcal meningitis. That is rather 
surprising because it is known that meningococcal meningitis is increas- 
ing in any area where slum conditions prevail, and | have no hesitation 
in saying for the record that Brooklyn is rapidly becoming New York 
City’s largest slum. It is unfortunate, but it is true. 

The clinical course of the disease in these patients who develop 
pneumococcal pneumonia is quite typical. There is nothing dramatic 
about the disease. They are generally over 50, they don’t feel well and 
they say they have had chills, they feel feverish, and don’t want to eat. 
On the second day they will usually have a headache and on the third 
day, generally at two o’clock in the morning their wife or someone else 
finds them either irrational or unconscious, and they are then lifted 
into an ambulance and brought into Kings County Hospital. There it 
is found that they have pneumococcal pneumonia. The onset in these 
older people in the great majority of our cases is quite insiduous and 
gradual, and is spread over a period of two or three days. I might say 
that we have had considerable success in the treatment of these patients. 
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Our results follow almost exactly the figures reported by Dr. Henry 
Dowling. We consistently save about seven out of ten of these older 
people who have primary pneumococcal pneumonia. 

Another problem presenting constant difficulties is urinary tract 
infection in the older age group, especially in our female patients, When 
1 was at Johns Hopkins Hospital, where admission was selective and 
where we admitted only patients we thought needed hospitalization, 
but also kept a watchful eye on their teaching value for the ward serv- 
ice, we did not have large numbers of older women in our wards with 
various diseases such as coronary occlusion, hypertension, etc. I rarely 
saw and did not realize how frequently in older women, a cystitis 
flares up into full-blown urinary tract infection, often not too severe, 
but of the type and kind which makes it necessary to give Gantrisin or 
Furadantin for a few days, thereby prolonging their stay in the hospital. 
I have come to the conclusion that if older people are in open wards 
in the hospital, the longer they stay the greater are their chances for 
developing an infection. Urinary tract problems in older women as we 
see them, have been a great problem at the Kings County Hospital and 
though there seems to be little we can do to prevent them, they must 
of course be treated as they appear. 

Dr. Kneeland pointed out that we must be on the alert for tubercu- 
losis in older patients. In addition to our university division medical 
service, which has 270 beds, I am responsible for the care of about 300 
patients with tuberculosis in our pulmonary disease building. If we 
exclude from the picture our Puerto Rican population which is a young 
population, | have been much impressed by how many of our patients 
with tuberculosis are older individuals. They present a rather difficult 
problem at times because they may have, in addition, cardiac failure, 
diabetes or other diseases associated with aging. We find also that, 
although they respond well to streptomycin, the nicotinic acid deriva- 
tives and to PAS (P-aminosalicylic acid) they tend to fibrose and to 
develop pulmonary fibrosis, and then become more susceptible to ordi- 
nary bacterial infections. They are quite a different group to treat than 
that which I had previously known, the young, 20 to 30 year old indi- 
viduals who had pulmonary tuberculosis. 

Finally, I think the fact that physicians are now using much smaller 
doses of broad-spectrum antibiotics for the treatment of ordinary infec- 
tions than they did, say in 1950, is largely responsible for our seeing far 
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less nausea, vomiting and diarrhea, even in the most susceptible groups 
which include doctors and nurses. In four years’ experience at Kings 
County Hospital, the largest hospital in the United States, it is interest- 
ing to note that not a single instance of enterocolitis has been seen—by 
which we mean recognized. A number of such cases have been described 
by Dr. Finland of the Boston City Hospital, and by others at the Mayo 
Clinic. Why we have not seen it, | do not know, but as a result, we do 
not hesitate to use broad-spectrum antibiotics for ordinary infections in 
older patients. Of course, if they have pneumococcal pneumonia, peni- 
cillin is the drug of choice, both because of its effectiveness and its low 
cost. Penicillin is also used for patients with meningitis. We try to 
select the antibiotic that is the most effective, but for cystitis and a 
number of other conditions including pyelitis, we have seen no ill 
effects from the use of broad-spectrum antibiotics. However, if renal 
function is normal, we use Gantrisin because it is much cheaper. At 
this point I shall turn over the discussion to Dr. Wortis, 

DR. S. BERNARD Wortis: I am glad Dr. Kneeland and Dr. Long have 
preceded me because they have properly set the scene for what I shall 
say. My experience with older people comes largely from the Bellevue 
Hospital Service, and especially the Bellevue Psychiatric Service. Un- 
like the arrangement at Kings County Hospital, when older persons 
develop pneumococcal meningitis, and appear to be confused at two 
o'clock in the morning in Manhattan, they are often admitted to the 
psychiatric rather than to the medical service. Accordingly we need to 
have a medical service in our Psychiatric Division where we see a great 
many of these problems. 

I would like to stress a few points that coincide with what Dr. 
Kneeland and Dr. Long have said. In the first place, | would like to 
speak briefly about the complications of some of the treatments given 
patients in some hospitals, secondly to discuss the commonest reaction 
observed in older people—the mental picture seen with toxic-infectious 
disorders and conclude with a word or two about the neurological 
complications. In the first place, I would say that we must consider all 
the features that Dr. Long has mentioned in terms of what happens to 
older people but I would like to include a few additional psychological 
and physiological facts. Old people fatigue more easily. They bounce 
back a lot slower. They are set in their ways and are much more de- 
pendent upon routine, which should be a factor in guiding the physician 


Bull. N. Y. Acad. Med. 


in} 
A 
A 
4 
j 


INFECTIOUS DISEASES IN THE AGED 563 


in his handling of these people. They tend to be more conservative. 
Whether more of them are Republicans or not, | don’t know! But | 
suspect so! They tend to do a great deal of retrospective thinking, and 
they tend in much of their behavior and thoughts to focus on “the 
good old days”, for to them, these represent a more harmonious period 
than the present. 

The physician must be very alert when examining old people. There 
are many old people who have mild aphasic disturbances and very 
mild disturbances like agnosia that the physician, unless he is alert, will 
miss. There are old folks who can talk about the general state of the 
weather and tell you how bad times are, yet if you were to ask them 
more specific questions that would test their mental capacities you may 
find a defect in memory. The general medical and the neuropsychiatric 
examination of an elderly patient requires a different skill than when 
dealing with young adults, 

The reactions to infection vary in old people. We see delirium, 
depression and neurotic reactions. Very often the reaction, which may 
be an acute brain syndrome or a delirium, practically colors the com- 
plaint. We see meningitis patients with a variety of complaints. Some- 
times they are in coma by the time they arrive in the hospital; more 
often they are confused with the clinical picture of an acute organic 
brain confusion plus other signs and symptoms that help in making 
a diagnosis. With mental reactions of an acute brain syndrome the 
important thing to remember is that these mental signs represent basic 
disturbances or impairment or poor support of brain metabolic func- 
tion. Such metabolic disturbance, by toxic action, or defect in circula- 
tion produces a picture of delirium with confusion, disorientation, 
anxiety and sometimes convulsions, 

The mental state of a person with an acute brain syndrome always 
shows clouding of consciousness. These people are sleepy, and they go 
in and out of the drowsy state. This is characteristic of all organic 
brain syndromes. You see it in persons with brain tumors, You also see 
it in patients with meningitis and in those who have a brain abscess. 
The patient is admitted and he will talk to you if you stimulate him, 
then he becomes drowsy and sleepy. So this mental clouding with an 
intermittent sleep-like state is an important part of the picture of the 
acute brain syndrome. 

Many of these people have dream-like states with and without de- 
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lusions and hallucinations. The delusions and hallucinations that older 
people have are not so much characteristic of the drug they have taken 
but are more likely to be related to how they have lived and what they 
have been through in the course of a lifetime. Our experience with this 
in older people, and in younger people as well, has been very interest- 
ing. At Bellevue, we have seen a person come in with toxic mental 
involvement due to barbiturates, then a few months later the same 
person becomes involved with an excess of another sedative drug, or 
he may suffer with a toxic involvement in the course of a pneumonia, 
and the mental picture he will show will be the same for all of these. 
In other words, the drug that he takes does not particularly color the 
mental picture. The basic background experience and the personality 
structure of the individual is what colors the delirium and the content 
of the delirium. 

People in a delirium have poor grasp and poor orientation, and, as 
you know, they are characteristically worse at night. Most of the 
patients who commit suicide in the course of a delirium—and this is 
true for old people as well as young people—do so most often between 
two and four o’clock in the morning, and the act is related to the 
disturbing and distressing illusions and hallucinations they have, many 
of which are visual or auditory. They see threatening things coming 
at them, and cannot use the corrective information of daylight and 
vision to help orient themselves. Many of them jump out of windows 
or injure themselves in other ways. This means, if you are responsible 
for them, that such patients should have continuous good nursing care, 
especially at night, and it is also advisable to have a light on in the 
patient’s room, so he can orient himself. When he can see clearly and 
does not misinterpret shadows, he is a much safer person to deal with. 

Many patients also have changes in their affective coloring. Fear 
is a very common component of the acute brain syndrome, and in these 
apprehensive, fearful people you will find that their fear is related to 
what is going through their minds. In other words, it is congruous 
with the content of their thinking. These people also have neurological 
signs that can be detected, whether it be nystagmus, inequality of 
the reflexes, changes in the pupils, muscle tremors or a transient Babin- 
ski sign. These are important neurological aids for the diagnosis of 
metabolic disturbances in the brain that may occur in the course 
of an infection. 
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Another point I would like to make concerns itself with the chang- 
ing medical picture. Today we rarely see infections from syphilis. In 
fact, luetics are so uncommon that we sometimes have to send to State 
Hospitals for patients with syphilis as case examples for teaching resi- 
dents and medical students. Penicillin has entirely changed the picture. 
Treatment of the person with lues has changed considerably since 1942 
when Dr. Mahoney first observed that syphilitics could be treated very 
effectively with penicillin. The type we did see in the early penicillin 
days at Bellevue was the so-called ping-pong type of syphilis with the 
two partners passing it back and forth. As you cured one the other 
would acquire it. We had to treat both persons simultaneously for 
awhile in the ping-pong type of syphilis. 

With regard to some of the neuropsychiatric complications we see 
I would like to mention two; one is related to the administration of 
streptomycin and dihydrostreptomycin. As you know, streptomycin, 
in doses that are large and continuous, may produce involvement of 
the vestibular apparatus, then the auditory apparatus. It particularly 
hits the eighth nerve. Later dihydrostreptomycin became available and 
the only difference between streptomycin and dihydrostreptomycin 
is how each affects the eighth nerve. Dihydrostreptomycin hits audi- 
tion first and vestibular function later. This can be quite a serious com- 
plication unless recognized early. When patients begin to complain of 
too much tinnitus, vertigo, and dizziness, it is very wise to cut down 
on the dosage because it can go on to really serious impairment of 
hearing. Many have decided now that it is wise, when giving either 
of these drugs, to do routine periodic audiometric tests because the 
high frequencies are knocked out early and this can be detected by 
testing the eighth nerve functions quite early. 

It is dangerous to give streptomycin intrathecally for any of the 
meningitides. 

I would like to make one other point about the type of psychiatric 
reaction we see in elderly patients with infections. I mentioned earlier 
the acute brain syndrome with delusions and hallucinations and con- 
fusion. One also sees a number of mental reactions that are characterized 
by marked depression, and this is what you would expect under marked 
stress. Old people who get sick are commonly depressed, and some 
show agitated reactions related to acute infections, Some also get an 
increase in neurotic dependency reactions. 
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MODERATOR LONG: I would like to ask Dr. Wortis a question because 
it deals with something which, it seems to me, is becoming increasingly 
frequent. Are old people more susceptible than younger people to the 
psychogenic effects of cortisone? 

pR. wortis: Our experience at Bellevue Hospital has been quite 
the reverse. We have seen more of the cortisone reactions in younger 
people than we have in the older people. 

MODERATOR LONG: I brought up that question because I think, only 
too frequently, one has to cope with an infection in an older individual 
who is receiving cortisone at the same time. I wondered if the combina- 
tion of infection plus cortisone or cortisone alone, had a greater effect 
on the psyche of older people than it did in younger people. Dr. Wortis 
has given us a good answer. 

Would you like to add anything at the moment, Dr. Kneeland, 
before I get to the questions? 

DR. KNEELAND: There is one thing that flashes through my mind 
about barbiturates in older people. You know how it is on medical 
wards—the intern and resident staff likes to have it all neat and tidy, 
very quiet at night, and everybody asleep. So the obvious procedure 
in the case of an elderly patient with bronchopneumonia, having made 
all the necessary diagnostic efforts, is to give him a great big “goof 
ball.” My experience has been that the effect of barbiturates in the old 
age groups is often just exactly what you don’t want. You get a kind 
of, what they used to call, “reversed D.N. ratio” in another sense; the 
patients become wakeful and wildly disoriented at night and sleep 


all day. My own feeling is that one should go very easy with sedation 
at night in the acutely ill older person. On the whole, I think chloral 
hydrate is safer than the barbiturates and often a little whisky relaxes 
them nicely. 


pR. wortis: I am sorry whisky is not as popular as a sedative as 
it used to be. It can make some old folks quite comfortable. I am glad 
Dr. Kneeland mentioned it. I think the bromides often give poor 
sedation and they are cumulative. We see many old people who have 
been taking bromides for a long time. Then, with impairment of renal 
function or with an acute infection, be admitted with a bromide de- 
lirium. If you do blood studies you may find their blood bromides up 
above 150 mg. per cent. The interesting thing about the bromide 
delirium is that even when you stop the bromide this delirium may 
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continue for three to six weeks, even though the blood bromide level 
comes down to normal. The bromide appears to do something to the 
brain cell membrane and cell tissue that causes them to behave ab- 
normally for a time. 

MODERATOR LONG: I would like to add to what Dr. Wortis and Dr. 
Kneeland have said about sedatives. For older people who are appre- 
hensive and nervous one of the finest combinations to use is about an 
ounce of whisky in warm milk plus 0.25 or 0.5 gm. of chloral hydrate. 
It’s a very good sedative and patients wake up with no hangover the 
next day. 

Some questions have been submitted and [| shall ask Dr. Wortis to 
answer this one: How do you treat the acute depressions (or chronic 
ones too) accompanying infections in the aged? 

pR. wortis: They are treated as all other depressions. One thing we 
have learned is that if the acute depression develops during the course 
of an infection, as the infection clears the patient’s delirium will clear. 
One may, once the infection is under control, use some of the stimu- 
lating drugs like Dexamyl. | would not recommend electroconvulsant 
therapy for older people immediately after an infection. It is not neces- 
sary in most instances and | would advise dealing conservatively with 
it by the use of mild stimulants. However, newer modification of elec- 
troconvulsive therapy may have to be used for some serious prolonged 
depressions. 


MODERATOR LONG: A question directed to me: What is the drug 
and dosage you mentioned as a prophylactic measure in the aged? Well, 
you could use any one of the tetracyclines, Achromycin, Terramycin, 
Aureomycin and the dosage was previously given as 0.5 gm. a day, 


given 0.25 gm. in the morning and 0.25 gm. in the evening. 


DR. KNEELAND: Here is a question which Dr. Long handed to me 
and asked me to answer: What has been your experience with hydro- 
cortisone in skin ailments? 

I can answer that by saying “practically nil.” I shrink from the 
integument, and get one of my esteemed dermatological colleagues in 
rapidly. I must say, in general, about the use of antibiotics on the skin 
that there are two principles that are useful to bear in mind: One is 
that a great many of the staphylococci that are found in chronic 
decompensated skins are resistant to penicillin and the broad-spectrum 
antibiotics, so they are not going to work anyway. The second prin- 
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ciple is that a decompensated skin is very easy to convert into a chronic 
eczematoid state and, therefore, if you are going to use antibiotics 
locally, you ought to use, as the first one, the one that the patient has 
not been exposed to before. And, lastly, again due to the likelihood of 
getting an eczematoid type of chronic reaction, it is advisable to use 
the sort of antibiotic that is not a good sensitizer. That is the reason 
why antibiotics like bacitracin and neomycin, which are dangerous 
when used parenterally, are so useful in skin conditions. Would you 
say that was a reasonable point of view? 

MODERATOR LONG: I believe it is a very reasonable point of view. 
I don’t believe your good friend, Dr. Frank Meleney would agree 
with you about bacitracin systemically. I will have to report it to him! 

DR. KNEELAND: Actually, I have used bacitracin parenterally a 
number of times. I have never gotten into any trouble with it. 

MODERATOR LONG: I have not either. 

DR. KNEELAND: But it does irritate the kidneys a trifle. 

MODERATOR LONG: If you follow the dosage outlined in the pack- 
aged circulars when you are using bacitracin parenterally, you rarely 
get into any trouble, 

DR. worTis: I have a question which says: Please discuss the use of 
Serpasil and Thorazine in the aged. 1 don’t think it has very much to 
do with infections, but I don’t mind answering it if you want me to. 

MODERATOR LONG: I think it would be wonderful. There is an 
exhibit downstairs. You can go down and press buttons and get all of 
their toxic reactions, 

pR. wortis: Well, we have used it on our service for the older 
people, and I don’t think we have got any pat answers for you. Chlor- 
promazine (Thorazine) seems to be a useful drug, just as Serpasil is, 
for agitation. Neither of them is good for the symptom of depression. 
More patients complain of dizziness and weakness after taking Serpasil 
than those taking chlorpromazine, Chlorpromazine is used mostly in 
those who are agitated and elated. Its greatest effect is on those who 
are hypomanic, and there we use it in doses anywhere from 150 to 
600 mg. a day. By and large one should be on the alert for complica- 
tions. The patients may develop obstructive jaundice and may often 
show skin sensitization. Women may suddenly begin to lactate while 
using it. Some people develop agranulocytosis and some get a parkin- 
sonian picture. Persons on chlorpromazine should have their blood 
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checked regularly, old people, once every ten days, if it is being given 
in doses of more than 150 mg. daily. I am only slightly impressed with 
it as a sedative. It acts as a mild sedative without the usual sedative 
effects, but a great many of our patients who have received larger doses 
have dizziness and weakness to a degree that makes it uncomfortable 
to use. 

The question further asks: How do you treat the insomnia so fre- 
quently seen in the aged? | wish somebody would tell me, because it 
is one of the most difficult conditions to deal with. With some elderly 
patients the complaint of insomnia becomes an obsession whether or 
not they sleep soundly each and every night, and this must be dealt 
with just as other obsessions are, and they are very difficult to manage. 
The use of alcohol has already been suggested, as also the use of chloral 
hydrate. Some of you may have had experience with a new drug called 
Doriden. I have used Doriden and it seems to be a useful drug, for 
some older people. 

Switching sedatives is a helpful thing to do with older people. Also, 
one should not disregard such simple procedures as a warm tub bath 
for half an hour before going to bed, or taking a walk, or taking a little 
fatiguing exercise. These are all very useful in helping to induce sleep. 
Too often we have patients who come expecting the physician to put 
all of these into a packaged pill, and of course we can’t provide an easy 
or completely satisfactory substitute for nature. 

MODERATOR LONG: May I ask a question on that? Suppose you are 
65 years of age or over, suppose you are retired, suppose you say you 
can’t sleep when you go to bed and toss and turn—do you have to go 
to bed? 

DR. wortTis: No. 

MODERATOR LONG: Can’t you sit up until you fall asleep? Is there 
any reason why a retired individual should not change his day and night 
habits entirely, is it bad for him physically, or mentally, or otherwise, 
to do this? 

pr. wortis: No harm at all. He probably should not have retired 
in the first place. 

MODERATOR LONG: That is a good point. I was curious as to your 
opinion. 

pr. wortis: Many of the points Dr. Long has raised are quite valid, 
and should be interpreted a little differently with older people. Many 
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of the complaints of older people such as insomnia, diffuse pains and 
the like often have no related physiologic evidence of dysfunction and 
careful examination often shows nothing abnormal. Occasionally these 
complaints are devices used by the old person for getting attention. 
Every practitioner has a fair number of old people who just come in 
to talk and pass the time of day with the doctor. He is the only human 
being who will listen and a good physician will listen. The difficulty 
is that most times such an attention and affection seeking oldster wants 
to talk so much that you do not have the time to listen—so you im- 
patiently give him another sedative sample that came from the drug 
house in the morning mail. If one just took a little time with these 
people, and gave them some feeling of friendship, interest and com- 
panionship, I think many of these vague multiple complaints, including 
insomnia, would clear up or be helped considerably. I believe it is 
important to provide opportunities for community activities during 
the day for elderly people who are not acutely ill. It enables them to 
get away from their homes where they may be bored stiff and perhaps 
are made to feel useless. Programs of this type are in effect at several 
of the Department of Welfare Community Centers in this city and 
also in other cities in the country. These programs of activity have 
a most salutory effect on these old people. They take a renewed interest 
in life and the world about them; they are happier, healthier and often 
sleep better. With many elderly people, I believe it is largely a medical 
psychological adjustment problem rather than a medical disease problem. 

MODERATOR LONG: I have another question: Please give the names 
and dosage of broad-spectrum antibiotics that are still under investi- 
gation. 

I assume the phrase “still under investigation” to mean “claims not 
fully substantiated.” | think the most prominent one is a mixture of 
tetracycline and an anti-fungal agent, antibiotic, which has the generic 
name of nystatin, the combination being marketed under the trade name 
of Mysteclin. Let us consider the two components of this mixture 
of antibiotics. You know the indications for the use of tetracycline 
and its dosage. What I would like to speak more about is the proven 
value of nystatin, It seems quite clear from the data that have been 
submitted to the Council on Pharmacy and Chemistry that nystatin 
has a definite anti-monilial effect. The evidence relative to monilial 
vaginitis, monilial dermatitis, monilia of the mouth, is very good, The 
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data relative to the use of nystatin in moniliasis of the lungs are still 
not all that we would desire. The data suggest that it is an excellent 
agent but the control studies are not in yet. 

As far as other types of fungal infections are concerned, | would 
say that the data are very incomplete. Of course, the use of a combina- 
tion of a broad-spectrum antibiotic with an anti-fungal agent in order 
to eliminate the possibility of moniliasis of the lungs, of the mouth, 
moniliasis under the breast, wherever there is a moist surface, or in 
rectal moniliasis, is very important because some people have just a 
devil of a time with moniliasis. | can speak from sad experience because 
I rarely take drugs. As I pointed out at a previous Graduate Fortnight, 
there are only two drugs in the pharmacopeia that | understand com- 
pletely as far as their therapeutic worth and their toxicity are concerned. 
One is whisky and the other is aspirin, and they are about the only 
medicines I ever take. I have taken broad-spectrum antibiotics only 
twice, once because I had undulant fever, and the other time because 
my doctor told me to, Both times I developed a very annoying case 
of moniliasis, Unfortunately, we do not yet have enough data available 
but what data there are suggest that the mixture of tetracycline and 
nystatin will prevent these very annoying infections which may occur 
after four or five days when the patient has taken only 1 gm. of the 
broad-spectrum antibiotic daily. A rectal moniliasis may sometimes 
practically incapacitate a patient for a period of three to six weeks. If 
nystatin is successful in preventing this, then the combination will 
indeed prove useful, because, as I currently see it, the only annoying 
complication of broad-spectrum antibiotic therapy is moniliasis. Of 
course I am not speaking about pulmonary moniliasis. That is a serious 
condition, | am talking only about the minor monilial infections. 

There are other antibiotics,—Cathomycin (Novobiocin, Merck), 
Spiromycin and Penicillin V as well as a number of other antibiotics 
that are currently under investigation. You may already have detailed 
information relative to Penicillin V. Penicillin V is produced by both 
Lilly and Wyeth. It was developed in Austria. It is a phenoxy- penicil- 
lin, and it is claimed, that when given by mouth it produces higher 
blood levels for longer periods of time with lower dosage, than does 
potassium Penicillin G or sodium Penicillin G. I would think from 
letters that I have seen recently from Dr, Mark Lepper who works 
with Dr. Dowling in Chicago and from Dr. Maxwell Finland and Dr. 
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Wesley Spink, that the claims for the prolonged high blood levels have 
not been entirely substantiated. It also would appear that organisms 
that are susceptible to penicillin are not as susceptible to Penicillin V 
as they are to Penicillin G. So I think at the moment we have to keep 
our fingers crossed and wait until we have more information. 

We have a few more questions. One question is: Has the incidence 
of moniliasis been greater in aged people than in younger ones? We 
have no statistics on that point and [ can’t tell. | do know that there 
have been certain outbreaks of moniliasis in children receiving broad- 
spectrum antibiotics, but | would not know how to answer that exactly. 

DR. KNEELAND: There are a couple of questions here. The first 
is: In the common cold is there any value in any of the antibiotics 
or sulfa-antibiotic combinations? Dr. Long has referred to that earlier 
by pointing out that elderly individuals, who have conditions such as 
a marked tendency to chronic bronchitis or actual bronchiectasis will 
be likely to have a bacterial flareup following a common upper 
respiratory infection, and in those individuals it seems to me wholly 
justified to use an antibiotic at the beginning of the infection. I think 
the same is true, for example, of people with chronic pulmonary em- 
physema who have pulmonary insufficiency and are on the edge of 
decompensation. The added burden of a little bronchitis associated 
or following a common cold is enough to throw them into severe 
pulmonary insufficiency, so I think it is a wise practice with individuals 
with pulmonary emphysema to treat them at the onset of the acute 
respiratory infection with an antibiotic. 

I don’t think antibiotics are indicated in run-of-the-mine, healthy 
young adults and middle aged people, or elderly people who are 
vigorous and hearty, with good pulmonary function, Certainly in the 
younger age groups, if you can keep away from them, I think you 
are better off. 

Another question: The problem of congestive failure in acute upper 
respiratory infection in a formerly good heart. Ordinarily with simple 
upper respiratory infection the “formerly good heart” does not tend 
to fail. If you have a complicated bronchial pneumonia, some congestive 
failure is likely to occur, In other words, if I had an elderly patient who 
had had a good heart and who developed a common upper respiratory 
infection, | doubt that I would put him on salt restriction, prophylaxis 
and digitalis, because in all likelihood I don’t think he would fail. But 
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here is a question that I would like to ask Dr. Long: Dr. Weinstein, 
of Boston, who is an exceedingly able and intelligent observer of 
infectious diseases, recently wrote a paper, which you may have read 
in the Annals of Internal Medicine, about the prophylactic use of anti- 
biotics. He takes a very iconoclastic view of the field as a whole. His 
particular experience in dealing with measles at Hanes Memorial Hos- 
pital has been that you encounter just as many, if not more, complica- 
tions when giving prophylactic doses of antibiotics as when you don't. 
That is not a problem of geriatrics, but he is rather dubious of the value 
of prophylactic antibiotics in individuals with congestive heart failure. 
He seems to feel it is better to watch these people, as we have done in 
the past, and then if they develop pneumonia to treat it. | must say my 
practice has been to give penicillin to an elderly patient, who has a 
myocardial infarct and goes into mild failure and has some congestive 
rales at the bases during that stage of his evolution. | would like to 
know what Dr. Long thinks about that. 

MODERATOR LONG: I think I expressed myself when I related earlier 
our experience with 0.5 mg. of tetracycline as prophylaxis against in- 
fection. In controlled studies these patients had fewer infections and 
stayed a shorter time in the hospital. That is my answer. I wonder if 
it is not a pretty good thing to do. 

pR. worTis: I have a question that I can answer very quickly: Do 
you think that the adverse effect of chlorpromazine on the granulocytes 
is wn allergic one? The answer is I don’t know. 

MODERATOR LONG: I have a question I can also answer very quickly, 
and the other one that I had I am going to refer to Dr. Kneeland be- 
cause it is a thing we could discuss a bit. 

The first: Can you mix aspirin with whisky? | mean take them both 
at the same time. How does whisky mix with other sedatives? 

I can only answer that by saying that I have never put aspirin 
tablets in an “old fashioned” to see if they dissolved rapidly, but I 
have consumed whisky when I was taking 40, 50 or 60 grains of aspirin, 
and I have never had any upset that I could attribute to aspirin. How 
does whisky mix with other sedatives? The only other one I have used 
it with is the one that all three of us spoke about earlier, and that was 
using a little bit of whisky with milk. I always use it in warm milk, 
then a small dose of chloral hydrate has worked very well indeed. I 
don’t know about barbiturates and whisky. I probably would not 
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use them myself. 

pr. wortis: | can tell you from the alcoholic service at Bellevue 
Hospital that they mix very well! 

MODERATOR LONG: May I ask you a question? Can you tell whether 
an alcoholic is also taking barbiturates? 

DR. WorTIs: The answer is you can’t tell. 

MODERATOR LONG: Do you think that mushy-mouthed thick-tongued 
speech is present in acute alcoholics? 1 have seen it a number of times, 
and I wondered if as a sign it was of any value. 

pR. wortis: Mushy-mouths and thick tongues are found in prac- 
tically every alcoholic admission to the Bellevue Psychiatric service. I 
don’t think it is a distinguishing feature. 

MODERATOR LONG: I have asked Dr. Kneeland to speak on this 
question of influenzal virus: Do you think influenzal virus vaccine is 
desirable as a prophylactic measure in people over 80? 

DR. KNEELAND: Assuming that we had an absolutely effective vac- 
cine against epidemic influenza, even though old people probably have 
a fair degree of immunity, it would be nice to be able to assure oneself 
that this particular 80 year old patient would not complicate his life 
by getting flu that winter. The only difficulty is that the disease has a 
rather distressing way of keeping one jump ahead of the vaccine. There 
is an extraordinarily shifting pattern in the antigenic constitution of 
influenza A virus particularly, This shifting pattern has also recently 
appeared in connection with influenza B virus, so that the vaccine 
containing the types which worked two years ago may not work this 
year because the type of agent which is going to infect the patient 
is not included in the vaccine. Thus far the polyvalent influenzal vac- 
cines have not as yet been completely satisfactory. On the other hand, 
it is a vaccine that is well tolerated. | have never seen it do any harm to 
anybody. My own feeling is that if elderly patients or their families 
are anxious about flu I am quite willing to give the vaccine to them, 
but I don’t routinely do it. 

MODERATOR LONG: Dr. Kneeland and Dr. Wortis, | want to thank 
you for being here, and I thank you all for your questions, 
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Secretary, Postgraduate Week 
The New York Academy of Medicine 
2 East 103 Street, New York 29, N. Y. 


SEE FOLLOWING PAGES FOR PROGRAM 
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POSTGRADUATE WEEK PROGRAM—OCTOBER 7 to 11 


OCTOBER 
7th 


EVENING LECTURES — 8:30 P.M. 


THE STRUCTURE AND DEVELOPMENT OF VIRUSES 
REVEALED BY THE ELECTRON MICROSCOPE 


Councilman Morgan, College of Physicians and Surgeons, Colum- 
bia University 


IMPLICATIONS OF 60 NEWLY RECOGNIZED VIRUSES 
OF MAN 


Robert J. Huebner, National Institutes of Health, Bethesda, Md. 


CLINICAL ASPECTS OF VIRAL DISEASES 
Robert Ward, New York University College of Medicine 


ASPECTS OF CARBOHYDRATE AND PHOSPHATE 
METABOLISM IN DIABETES 


William C. Stadie, University of Pennsylvania School of Medicine 


FAT METABOLISM IN DIABETES 
Vincent P. Dole, The Rockefeller Institute for Medical Research 


MODERN ASPECTS OF THE DIABETES PROBLEM 


Garfield G. Duncan, University of Pennsylvania School of 
Medicine 


DISTURBANCES OF AMINO ACID METABOLISM 
L. Emmett Holt, Jr.,. New York University College of Medicine 


CONNECTIVE TISSUES IN MEDICINE AND SURGERY 
Jerome Gross, Harvard Medical School 


CURRENT CONCEPTS OF THE HOMOPLASTY ENIGMA 
Richard B. Stark, College of Physicians and Surgeons, Columbia 
University 


(Continued on next page) 
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POSTGRADUATE WEEK PROGRAM — continued 


EVENING LECTURES — 8:30 P.M. — continued 
OCTOBER 
roth POTASSIUM AND THE KIDNEY 


Gilbert H. Mudge, The Johns Hopkins University School of 
Medicine 


RENAL TUBULAR DYSFUNCTION IN CONGESTIVE 
HEART FAILURE 

Louis Leiter, College of Physicians and Surgeons, Columbia 
University 


RENAL EXCRETION OF URIC ACID IN GOUT: MODI- 
FICATION BY URICOSURIC AGENTS IN TREATMENT 
Alexander B. Gutman, College of Physicians and Surgeons, 
Columbia University 


CURRENT VIEWS ON THE BIOCHEMISTRY AND 
PHYSIOLOGY OF MYOCARDIAL CONTRACTION 
H. Mead Cavert, University of Minnesota Medical School 


PHYSIOLOGY OF HYPOTHERMIA 
James E. Eckenhoff, University of Pennsylvania Schools of 
Medicine 


THE PRESENT STATUS AND THE PROBABLE DIREC- 
TION OF FUTURE DEVELOPMENTS IN OPEN CARDI- 
OTOMY IN THE CORRECTION OF CARDIAC DEFECTS 
John H. Gibbon, Jr., The Jefferson Medical College 


PANEL MEETINGS — 3:30 P.M. 


THYROID DISEASE 
Chairman: Rulon W. Rawson, Memorial Center for Cancer and 
Allied Diseases 


ADRENAL GLAND AND ADRENAL TUMORS 
Chairman: Joseph W. Jailer, College of Physicians and Sur- 
geons, Columbia University 


MODERN ASPECTS OF HEMATOLOGY 

Chairman: Irving M. London, Albert Einstein College of Medi- 
cine, Yeshiva University 

PRACTICAL APPLICATION OF RADIOACTIVE METALS 
Chairman: Lee E. Farr, Brookhaven National Laboratory 
Hospital 


BLOOD PROTEINS 
Chairman: Henry G. Kunkel, The Rockefeller Institute for 
Medical Research 
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for those with 


PARKINSONISM 


Smoother activity 
and 


brighter expression 


w reduces rigidity and tremor. 


w seldom causes dryness of the mouth, 
blurring of vision or excitation. 


**KEMADRIN’ brand Procyclidine Hydrochloride 
Tablet of 5 mg., scored. Bottles of 100 and 1,000. 


Literature available on request. 


BURROUGHS WELLCOME & CO. (U.S. A.) INC., Tuckahoe, N.Y 


Pro-Banthine:.. 
A Primary Drug in Peptic Ulcer 


pain relieved 
promptly 


Among the many clinical indications for 
Pro-Banthine (brand of propantheline bro- 
mide), peptic ulcer is foremost. During 
treatment, Pro-Banthine has been shown 
repeatedly to be a singularly valuable agent 
when used in conjunction with diet, antacids, 
sedation and psychotherapy as required. 
Lichstein and his associates* report that 
Pro-Banthine “proved almost invariably 
effective in the relief of ulcer pain, in de- 
pressing gastric secretory volume and in 
inhibiting gastrointestinal motility. The 


CONFIRMED THERAPEUTIC UTILITY 


motility 
inbibited consistently 


incidence of side effects was minimal. .. .” 

The therapeutic utility and effectiveness of 
Pro-Banthine in the treatment of peptic ulcer 
are repeatedly confirmed in the medical lit- 
erature. Dosage: One tablet with each meal 
and two tablets at bedtime. G. D. Searle & 
Co., Chicago 80, Illinois, Research in the 
Service of Medicine. 


*Lichstein, J.; Morehouse, M. G., and Osmon, K. L.: Pro- 
Banthine in the Treatment of Peptic Ulcer. A Clinical 
Evaluation with Gastric Secretory, Motility and Gastro- 
scopic Studies. Report of 60 cases, Am. J. M. Sc. 232:156 
(Aug.) 1956. 


now in cream form 


STEROSAN-Hydrocortisone 


(chlorquinaldol cGeicy with hydrocortisone) cream 


comprehensive control of skin disorders 
infectious dermatoses - contact dermatitis - atopic dermatitis - nonspecific pruritus 


combats infection STEROSAN®-Hydrocortisone (3% chlorquinaldol GEIGY with 
* t . 1% hydrocortisone) Cream and Ointment. Tubes of 5 Gm. 
reduces inflammation Prescription only. 
itching and when a nonsteroid preparation is preferred STEROSAN® 
controls i (chlorquinaldol GEIGY) 3% Cream and Ointment. Tubes of 
promotes healing 30 Gm. and jars of 1 Ib. Prescription only. 


GEIGY 


Ardsley, New York 


THEO. E. OBRIG, INC. 
specialists in fitting contact lenses 
for more than a quarter century 


Theo. E. Obrig, Inc. fits contact lenses only upon pre- 
scription and under the supervision of a physician. 


Expert in fitting all types of contact lenses including 
Lacrilens® and latest forms of cornea lenses. 


Lacrilens® and corneal type lenses can be worn for long 
periods of time in aphakia. 


Lacrilens® is particularly recommended for all sports 
including swimming. 


Careful attention to referred cases. 


Theo. E. Obrig, Inc. 


49 East 51st Street 
New York 22, N.Y. PLaza 8-0973 
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PFIZER LABORATORIES CED 


'...decisive therapy 


with new 
multi-spectrum 


BUFFERED WITH ASCORBIC ACID 


intravenous antibiotic therapy providing the 
unsurpassed antimicrobial spectrum of 
tetracycline plus the activity of oleandomycin 
against even resistant strains of certain 
pathogens ... for the widest variety of 
infections, including many resistant to 
other antibiotics 


Signemycin—the new name for multi-spectrum 
potentiated Sigmamycin therapy — brings added 
certainty to the control of infectious disease 
supply: 500 mg. vials (oleandomycin 166 mg., 
tetracycline 334 mg.), buffered with 
ascorbic acid. 
250 mg. vials (oleandomycin 83 mg., 
tetracycline 167 mg.), buffered with 
ascorbic acid. 


TRADEMARK 


Division, Chas. Pfizer & Co., Inc., Brooklyn 6, N. Y. 
World leader in antibiotic development and production 


¥ 
for critical infection... 
| 
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THE BULLETIN 


more than 8,823,769 prescriptions attest 


the effectiveness of Ve ral rit Ce’ 


e lowers blood pressure gradually « induces a sense of well-being 
e negligible, if any, side effects 


Veratrite is particularly suited to the long 
term management of mild and moderate 
hypertension. It improves circulation to 
vital organs, relieves headaches and dizzi- 
ness and induces a sense of Well-being 
without excessive euphoria. Furthermore, 
Veratrite now contains cryptenamine — a 
newly isolated alkaloid fraction — which 
lowers blood pressure with unusual safety 
and without annoying side effects. 
Each Veratrite tabule contains: ’ 
Cryptenamine (tannates) 40 C.S.R.t Units *The number of patients treated suc- 
Sodium nitrite 1 gr. cessfully with these prescriptions would 
Phenobarbital % gr. fill the Rose Bow! 88 times. 
tCarotid Sinus Reflex 
For prescription economy, prescribe in 100’s. To serve your patients today . . . call your 
pharmacist for any additional information you may need to help you prescribe Veratrite. 


IRWIN, NEISLER & CO., DECATUR, ILLINOIS 


MAGER & 


GOUGELMAN, Inc. 


A Prestige Location 
ARTIFICIAL EYEMAKERS 
SINCE 1851 


NEW MEDICAL BUILDING 


ARE PLEASED TO ANNOUNCE THAT Now Renting 


| 
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HENRY P. GOUGELMAN | 16 EAST 79 STREET 
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| 
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(Between Fifth and Madison Avenues) 
Grandson of the Founder 


“| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 
| 


FIREPROOF and AIR-CONDITIONED 


Suites of three and four rooms (and more) 


HAS BECOME PRESIDENT OF THE FIRM 


LABORATORY SPACE AVAILABLE | 
| 


120 EAST 56 STREET, NEW YORK 22 


PLaza 5-3756 Superintendent on Premises 
or call MUrray Hill 3-2773 


106 years of service by the same family 
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in arthritis, BUFFERINs because... 


...in the majority of your arthritic cases BUFFERIN alone can safely and 
effectively provide adequate therapeutic control without resorting to the 
more dangerous cortisone-like drugs. 


... BUFFERIN is better tolerated by the stomach than aspirin, especially 
among arthritics where a high dosage, long term salicylate regimen is 
indicated. 

... BUFFERIN provides more rapid and more uniform absorption of 
salicylate than enteric-coated aspirin. 

...even in the relatively few cases where steroids are necessary, use of 
BuFFERIN will allow proper flexibility for individual dosages. 

... BUFFERIN is more economical for the arth- 

ritic who requires a long period of medication. 


... BUFFERIN contains no sodium, thus mas- 
sive doses can be safely given without fear of 
sodium accumulation or edema. 


Each sodium-free BUFFERIN tablet contains acetylsalicylic acid 
5 grains, and the antacids magnesium carbonate and aluminum glycinate. 


Bristol-Myers Company, 19 West 50 Street, New York 20, New York 
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Herald Squore, N Y 


Porkchester, Bronx 


White Plains, N. Y 


Jamaica, Queens 


Flatbush, Brooklyn 


MACY'S PRESCRIPTION DEPARTMENT 


Macy’s is accurate. Our Prescription Department is a modern, sani- 
tary laboratory, staffed by competent pharmacists. All of our com- 
pleted prescriptions are carefully checked by supervising pharmacists. 
Our stock of ingredients is wide and reliable; it includes not only 
standard drugs, but also new and scarce products. And our prices 


are low. 


No wonder so many physicians prefer Macy's Prescription Department. 


‘ in very special cases 
@ very superior brandy... 
Specify 


HENNESSY 


COGNAC BRANDY 


84 Proof | Schieffelin & Co., New York 


For acidosis due to anesthesia — edema 


KALAK 


Counter-Acts 


ANTI-BIOTIC 
REACTIONS 


. KALAK is a non- 

| laxative, alkaline diuretic 

6buffer—side reactions 

from aureomycin — terra- 

mycin -- sulfas — penicillin 

are reduced through the 

use of KALAK — KALAK 

contains only those salts NORMALLY 
present in plasma. . . . IT IS BASIC! 


KALAK WATER CO. 
of NEW YORK, Inc. 
90 West St., New York 6, N. Y. 


For acidosis due to nausea — in nephritis 
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RESERPINE .. . . 0.15 mg. for hypothalamic action 
MEBARAL .. . 30 mg. for cortical action 


For: 


Anxiety and tension states 
Premenstrual tension 
Menopausal syndrome 
Essential hypertension DOSE: 
Angina pectoris 1 Tablet 1 to 3 times daily. 


SUPPLIED: Bottles of 100 tablets. 


inthe LABORATORIES © NEW YORK 18, N. ¥. 


 CALMNESS 
COMPOSURE | 
Reserpine | 
Ench tablet covitiws : 


JLLETIN 


MAN 
£ 


SUFFERS 


MENOPAUSE 


SERVES 


PROTEIN-BOUND IODINE 
TOTAL IODINE 


PAPER ELECTROPHORESIS 
CATECHOL-AMINES 
STEROID CHEMISTRY 
CLINICAL CHEMISTRY 


BOSTON MEDICAL 
LABORATORY 


Directors 
JOSEPH BENOTTI NORBERT BENOTTI 


Medical Director 
FRANCESCA M. RACIOPPI, M.D. 


19 Bay State Road 
Boston 15, Mass. 


KEnmore 6-0348 — 0533 


PROMPT SERVICE 


SATISFACTION GUARANTEED 


Specialists in Plastic and Glass 
Artificial Human Eyes Exclusively 


Referred Cases Carefully Attended 


FRIED & KOHLER, Inc. 


| 665 FIFTH AVENUE near 53rd Street 
NEW YORK, N. Y. Tel. Eldorado 5-1970 
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AUGUST 1957 


In spastic and occlusive vascular diseases 


TENSODIN 


Tensodin is indicated in angina pectoris 
and other coronary and_ peripheral 
vascular conditions for its antispas- 
modic, vasodilator and sedative effects. 
The usual dose is one or two tablets 
every four hours. 

No narcotic prescription is required. 

Each Tensodin tablet contains ethaverine hydro- 
chloride (non-narcotic ethyl homolog of papaverine) 
Y% grain, phenobarbital 4% grain and theophylline 


calcium salicylate 3 grains. 


Tensodin Tablets 
100’s, 500’s and 1000’s 


Tensodin®, a product of E. Bilhuber, Inc. 


BILHUBER. KNOLL CORP. New : 


RARE OPPORTUNITY 
for 


COMPETENT, YOUNG INTERNIST 


THREE YEAR FELLOWSHIP FOR INTENSIVE TRAINING IN PSYCHO- 
SOMATIC MEDICINE AND REEDUCATIONAL PSYCHOTHERAPY: 
RICH EXPERIENTIAL BACKGROUND AS ENTRE INTO PSYCHIA- 
TRY AS A CAREER OR TO SUPPLEMENT INTERNAL MEDICINE. 
ADEQUATE SALARY. 


Address: Dr. WILLIAM B. TERHUNE, Medical Director 
SILVER HILL FOUNDATION FOR THE TREATMENT OF THE PSYCHO- 
NEUROSES—NEW CANAAN, CONNECTICUT 


Associates: Dr FRANKLIN S. DuBots Dr. MARVIN G. PEARCE 
Dr. RoBert B. HIDEN Dr. WiLson G. SCANLON 
Dr. WILLIAM M. WHITE 
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Psychic sedative 
Antiemetic 
Antihistaminic 


Analgesic and nareotie potentiative 


MULTIPLE ACTIONS 


Philadelphia 1, Pa. Comprehensive literature is available on request. 
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anesthesiology 
surgery 
obstetrics 


allergy 


pediatrics 
geriatrics 


dentistry 


@ Nausea and vomiting 


@ Motion sickness 


Allergy 
@ Surgical sedation 
@ Obstetrical sedation 


e Oral surgery and dental procedures 
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24 steps to a hospital bed 


The commonest task, such as climbing a flight of 
stairs, confronts the angina pectoris patient with 
a fearful question: “Will I be able to make it?” 


Exertion leads to attacks... and fear of attacks 
leads to an increasing restriction of activities. Ulti- 
mately, even the attack-free intervals may lose all 
semblance of normal living. 


Remove the fear factor. In 4 out of 5 patients, 
routine prophylaxis with Peritrate reduces the in- 
cidence and severity of anginal attacks, improves 
abnormal EKG tracings and increases exercise 
tolerance. 


A new sense of freedom restores the “cardiac 
cripple” to a sense of usefulness and participation, 


although he should not now indulge in previously 
prohibited strenuous exercise. 


Peritrate prophylaxis is simple: 10 or 20 mg. be- 
fore meals and at bedtime. The specific needs of 
most patients are met with Peritrate’s five conven- 
ient dosage forms: Peritrate 10 mg. and 20 mg. 
tablets; Peritrate Delayed Action (10 mg.) for 
protection continued through the night; Peritrate 
with Phenobarbital (10 mg. with phenobarbital 
15 mg.) where sedation is also required; Peritrate 
with Aminophylline (10 mg. with aminophylline 
100 mg.) in cardiac and circulatory insufficiency. 


Usual Dosage: A continuous schedule of 10 to 20 
mg. before meals and at bedtime. 


Peritrate’ 


(brand of pentaerythritol tetranitrate) 


WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 


ivy or similarly distressing 
summer skin problems will come to see you— 
: Those who do deserve this effective treatment 
He which only you can prescribe— 
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the most effective antipruritic, anti-inflammatory agent known, 
4 plus antibiotic action against secondary bacterial invaders 


Only 2 or 3 drops of Florinef-S Lotion, or % inch of Florinef-S Ointment, 
fe will provide your patients with prompt, welcome relief of itching and 
5 inflammation, hasten the healing process, discourage scratching, and act 
prophylactically or therapeutically against secondary bacterial invaders. 
NEVER BEFORE HAS SO LITTLE MEDICATION PROVIDED SO MUCH RELIEF. 
Florinef-S Lotion, 0.05% and 0.1%, 15 ec. plastic squeeze bottles; Florinef-S Oinument, 
0.1%, 5 Gm. and 20 Gm. tubes. 

Also available: Florinef-S Ophthalmic Suspension, 0.1%, 5 oc. dropper bottles; 
Florinef-S Ophthalmic Ointment, 0.1%, 3.6 Gm. tubes with ophthalimic tip. 


= 
Bi of | 
Not every patient with poison 
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Florinef (Squith Fludrocortisone Acetate) with Spectrocin (Squib® Neor yc in 


@ Resident Surgeons in 
tho department of 
ophthalmology. 

® The surgeon who 
occasionally performs 
eye operations. 

®@ All ophthalmologists 


as a quick eye-surgery 
reference. 


PATON 
KATZIN 
STILWELL 


Atlas of Eye Surgery 


By R. Townley Paton, M.D., F.A.C.S., ana Herbert M. Katzin, M.D., FALS., 
with illustrations by Daisy Stilwell. 


HE visual approach is maintained on every page in this new atlas through 464 line 

drawings, wamatched for accuracy and fine detail which illustrate step-by-step proce- 
dures. Of particular note is the fact that all of the illustrations are drawn from the viewing 
position of the operating surgeon and thus show all procedures as he sees them from the 
position he must take during the operation. The text is brief, summarizing onty information 
which cannot be illustrated, and is confined mostly to legends for the drawings. Such an 
approach to eye surgery is new, since the illustrations form the major part of the work and 
the text is held to a minimum. This form is the outgrowth of the author’s long-held belief 
that a full set of illustrations is exceptionally helpful in teaching the fine details of surgical 
procedures. By means of this new illustrative method the authors present step-by-step 
procedures in remarkable detail for: Anesthesia, Operations for Cataract, Operations for 
Glaucoma, Operations for Retinal Detachment, Corneal Transplantation, Enucleation, 
Evisceration, Operations on the Extraocular Mascles, Operations for Pterygium. Drs. 
Paton and Katzin indicate that the procedures they present follow no single school, nor do 
they claim originality for*the techniques they use. “Our aim has been safety”, the authors 
state. “We believe that the techniques illustrated will offer the resident a sound foundation 
in ophthalmic surgery, and hope that the more experienced surgeon may find useful 
suggestions in the detailed drawings.” 248 pp., 464 illustrations, 84% x 11, $15.00, 


Paton—KERATOPLASTY, 270 pp., 742 x 10, 103 illus. (29 in color}, $28.50 
Arruga—OCULAR SURGERY, 2nd ED., 948 pp., 7% x 10%, 1309 iflus., $48.00 
Fuchs—DISEASES OF THE FUNDUS OCULI WITH ATLAS 
337 pp., 7% x 10%, 304 illus. (241 in color), $15.00 
Lyle & Jackson—PRACTICAL ORTHOPTICS IN THE TREATMENT OF SQUINT 
371 pp., 7 x 10, 185 illus. $12.00 
Davson—THE PHYSIOLOGY OF THE EYE, 451 pp., 5% x 834, 301 illus., $7.50 
Meller—OPHTHALMIC SURGERY, 6th ED., 529 pp., 6 x 9, 287 illus., $12.00 


RISTON DIVISION, McGRAW-HILL BOOK COMPANY, INC. 


330 WEST 42nd STREET, NEW YORK 36, NEW YORK 
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